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| aces coronary occlusion is a nefarious dis- 
ease not only because its incidence is in- 
creasing, even in younger individuals, but also 
because seemingly simple complications may 
prove lethal. Thus, premature systoles are usu- 
ally of no great importance ; yet, in the presence 
of myocardial infarction, a fatal ventricular 
tachycardia or ventricular fibrillation may en- 
sue. A patient may weather a post-operative 
drop in blood pressure but may die when this 
complicates the disease under discussion. Or, a 
pulmonary or systemic embolus may increase 
his morbidity or decrease his chances of survival 
even though the patient may be recovering both 
clinically and histologically from the infarct in 
the heart muscle. Fortunately, the spectrum of 
our therapeutic measures has also widened. 

I have singled out for discussion those facets 
of this disease which represent the application 
of basic physiology to clinical therapy, those 
facets which are more amenable to treatment 
than usually recognized, and incidentally, those 
aspects of management which can also be ap- 
plied to other diseases as well. No attempt is 
made to present the subject completely or thor- 
oughly. 

This presentation is divided into four head- 
ings: 

(1) Use of dicumarol 

(2) Treatment of pain 

(3) Treatment of cardiae arrhythmias 

(4) Treatment of the hypotensive stage. 

Use of Dicumarol 

The anti-blood clotting agent, dicumarol, acts 

primarily to reduce the occurrence of thrombo- 
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embolic complications occurring in the course of 
this disease. There is tentative evidence’ that 
it causes coronary vasodilitation. It very likely 
does not dissolve the blood clot in the coronary 
artery which formed prior to the administration 
of dicumarol. Wright? has made a careful statis- 
tical study of the benefits arrived from the use 
of dicumarol in eight hundred patients, using 
some three hundred and sixty-eight patients as 
contro!s; the controlled group did not receive 
dicumarol. The data are informative : 

Control Treated 

% % 

ERTIES SrUrynwee. 24 15 
Incidence of thromboembolic 

complications ................ diate 25 

Incidence by age groups: 
Under 50 yrs. .................... 24 
50 - 59 42 
39 
70 34 
Incidence by week of illness: 
10 
wen A Sid: 13 
3rd week 8.5 
4th week 5.6 
These figures indicate that the mortality, oc- 
currence of thromboemboli, as analyzed by age 
groups and week of illness, are definitely re- 
duced. 

The secret of success is apparently ascribable 
to proper administration of this drug and hence 
the teehnique may be briefly summarized: 

1. For the patient of average weight, 300 mgs. 
of dicumarol may be given the first day, 200 mgs. 
the second day, and appropriate doses each day 
depending upon the prothrombin time reading. 
For patients of less than the average weight, the 
initial dosages of dicumarol are proportionately 
reduced, although no figures can be given for 
this, inasmuch as the dosage is empirical. 
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2. The prothrombin time reading should be 
reduced to at least thirty seconds, or about three 
times the normal prothrombin time. Experience 
has shown that this is a useful guide. However, 
if the patient develops thromboemboli at this 
level, then the prothrombin time may be pro- 
longed to about forty-five seconds. In brief, the 
prothrombin time should be maintained at the 
therapeutic minimum level or at that level suffi- 
cient to prevent clinical embolization. The pro- 
thrombin time level at which bleeding occurs 
varies in different patients. In one of my pa- 
tients, bleeding did not occur despite a prothrom- 
bin time of ninety minutes. In another patient, 
evidences of hemorrhage were observed at fifty 
seconds. The point to be made is that thirty sec- 
onds is not a fixed figure and one should not 
hesitate to prolong the prothrombin time when 
indicated, provided the patient is carefully and 
frequently observed. 

3. A daily dosage of 50-100 mgs. is usually 
sufficient to produce a prothrombin time of 
thirty seconds, but the dose of dicumarol may 
be inereased or entirely omitted, depending up- 
on the prothrombin time reading. In three 
patients, the initial doses of dicumarol alone, ree- 
ommended above, were adequate to maintain 
the prothrombin time at forty-five seconds for 
five days. 

4. Prothrombin time determinations should 
be performed by a reliable technician until about 
two or three readings indicate that the desired 
therapeutic leevl is attained. Subsequent pro- 
thrombin time tests may then be done about two 
or three times a week ; with experience, one finds 
that daily tests are not necessary. 


5. It is probably best for the patient to take 
dicumarol at the same time each day and to test 
a prothrombin time at the same time each day. 
In one patient, I obtained prothrombin time read- 
ings morning and late afternoon daily for about 
ten days and was pleased with the constancy of 
the tests. Other patients probably have daily 
fluctuations, suggesting why thromboembolism 
may occur in the presence of dicumarol. 

6. Sinee dicumarol takes from twenty-four 
to forty-eight hours to prolong the prothrombin 
time, when should heparin, which has a latent 
period of only a few hours, be given? This ques- 
tion is not finally decided but I have found the 
following clinical guides helpful: 
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(a) When the myocardial infaret (as indi- 

cated by the electrocardiogram) is large 
and/or the clinical condition is poor. 

(b) Whep the patient has had a recent pre- 

vious myocardial infarct, e.g., during the 
preceding two to six months. 

(ec) When the patient already has thrombo- 

embolic phenomena upon examination. 

7. Dicumarol should be continued, according 
to Wright’s studies?, for a minimum period of 
thirty days, or preferably for thirty days after 
the last thromboembolic episode. 

8. Certain precautions should be observed. 
Vitamin C deficiency*® enhances the action of 
dicumarol, and this possibility should be con- 
sidered in the face of a stabilized therapeutic 
prothrombin time reading. Aspirin in certain 
(although figures are not available to be more 
specific) should probably be minimized or avoid- 
ed since the two drugs are chemically related. 
Xanthine drugs should be used with reservation 
since they tend to nullify the effect of dicumaro] 
by stimulating the liver to produce prothrom- 
min.* Patients with advanced or chronic liver 
or renal disease should receive dicumarol only 
after careful consideration, for prothrombin 
formation is already reduced in a damaged liver 
and a blood clot in a diseased kidney may lead 
to azotemia and uremia. 

9. Management of hemorrhage due to dicum- 
arol toxicity. Since anti-coagulants are becoming 
more widely employed, more cases of toxicity 
will be encountered. I have seen at least four 
patients, in two of whom the bleeding was severe 
and prolonged. The treatment consists of : 


(a) Immediate discontinuance of dicumarol. 

(b) Transfusions of whole fresh blood. 

(ec) Use of Vitamin K preparations. Those 
usually recommended are menadione bi- 
sulfite (Hykinone) or Synkayvite. How- 
ever, Miller* has adduced evidence to 
show that these water soluble Vitamin 
K preparations are not antagonistic to 
dicumarol and recommends instead the 
intravenous administration of 500 - 1000 
mgs. of Vitamin K:1 or Vitamin Ki: oxide 
(menadione). 


Treatment of Pain 


The genesis of pain may be schematically de- 
scribed as follows: First phase: the area of 
myocardial ischemia leads to afferent nerve stim- 
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ulation. Second phase: the afferent nerve stim- 
ulus reaches a threshold of pain. Third phase: 
cerebral perception and interpretation of pain. 

The drugs commonly used in the treatment 
of pain due to acute coronary occlusion are: 
morphine ,dilaudid, codeine, papaverine, dem- 
erol ,oxygen, and whiskey. Morphine, papaver- 
ine, oxygen and whiskey act on first phase. 
Morphine, as I have shown experimentally’, is a 
mild coronary vasodilator. Papaverine is a pow- 
erful and longer lasting coronary dilator. Whis- 
key presumably acts to dilate the coronary ves- 
sels and may be prescribed on the telephone. 
Oxygen probably does not affect the caliber of 
the coronary arteries directly, but likely inecreas- 
es the oxygen gradient between the nutrient 
arteriole and the muscle fiber. Morphine, dem- 
erol, dilaudid, and codeine produce an affect on 
the second phase. This is somewhat theoretical, 
for once pain has occurred, the threshold for 


pain is usually not altered. Morphine, and to. 


some extent whiskey, influence preeminently the 
third phase of the pain mechanism. The action 
of drugs on the second phase is difficult to prove 
in man but a distinct affect on the third phase 
is demonstrable, in that pain becomes more 
tolerable and less unpleasant. Note that mor- 
phine influences all three phases and the pain 
mechanism. I believe that morphine is still un- 
excelled with regard to 
quietude and diminishing the marked anxiety 
which pain engenders. I have found it most ad- 
vantageous to give morphine intravenously and 
in adequate doses. It is well known that sub- 
cutaneous administration requires thirty minutes 
or more for full action. In the presence of mild 
or severe shock, the absorption from subcutane- 
ous area is even more delayed, as has been shown 
by the use of radioactive agents placed beneath 
the skin, so that overdosage is more apt to occur. 
The patient deserves relief from pain in the 
most rapid manner possible, In addition, pain 
stimulates the release of adrenalin, and when 
the latter is given to man experimentally prior 
to morphine, the pain threshold raising action 
of morphine is interfered with. Therefore, the 
longer the pain lasts, the less effective is mor- 
phine; or, expressed in another way, larger or 
more frequent doses will be required for relief. 


producing cerebral 


Intravenous morphine should be given slowly 
in order to avoid the sweating which fol!ows 
rapid injection. I feel that the subcutaneous 
route in this acute disease should be discarded. 
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For the patient of average weight, 0.016 grams 
is the most effective dose. If this does not canse 
relief, 0.32 grams may be given,. although the 
necessity for this dosage does not arise often. 
I have not seen respiratory depression when 
doses of 0.016 grams are given every three hours 
in the presence of pain. When the pain dimin- 
ishes, less potent analgesics should be used. It 
should be noted that the requirement for mor- 
phine, as a pain reliever, varies depending on 
the degree of pain which the patient has. 

Demarol does not allay apprehension usualy 
and, furthermore, about 50% of patients develop 
dizziness; as one patient said to me, ‘‘I don’t 
know which is worse: the pain or the dizziness.’”’ 
Demerol is very effective in painful conditions 
other than acute myocardial infarction in which 
there are no implications in the patient’s mind 
of the occurrence of death. 

It has been difficult for me to be sure whether 
or not oxygen alone, in high concentration, re- 
duces pain, but it may act together with other 
analgesics; it also has a useful psychological 
In addition, mitigation of cyanosis is a 


value. 
desirable feature of treatment. 

I believe it is worth emphasizing that rapid 
relief of pain by an agent like morphine, which 
allays apprehension and anxiety, is valuable both 
physiologically and psychologically. 

Treatment of Cardiac Arrhythmias 

As a complication of acute myocardial infare- 
tion, Master* found an incidence of 14% in three 
hundred patients, and Rosenbaum® an incidence 
of 38% in two hundred and eight patients. Even 
if this incidence were much smaller, arrhyth- 
mias are important because they may lead to or 
precipitate congestive heart failure, act as a 
source for emboli, and probably most important, 
cause death, particularly if ventricular tachy- 
eardia or flutter supervenes. Because of the 
latter consideration, I believe that the arrhyth- 
mias merit greater consideration than they have 
received. 

In Master’s’ series of three hundred cases, the 
occurrence of individual arrhythmias was as 
follows : 

14% 


25% 


Incidence of arrhythmies 
Premature beats . 

Auricular fibrillation 7% 
Auricular flutter .. ciakinctedscease- 
Modal rhythm 13% 
Paroxysmal tachyeardia (all types) 3% 
Heart block .. 3% 





28 ARIZONA 


Premature systoles were the most common dis 
order of rhythm found. In the non-infarcted 
heart, they usually have no major clinical sig- 
nifance. However, Wiggers® has beautifully 
demonstrated that if one premature ventricular 
systoles strikes the ‘‘vulnerable’’ period (which 
occurs at the very end of systole), ventricular 
fibrillation ensues. When premature systoles oc- 
eur frequently in the ventricle—and this is apt 
to be because anoxemia increases ventricular 
irritability—the chances of a fatal ventricular 
fibrillation are markedly increased. One can 
explain in this way the occurrence of sudden 
death in patients who are convalescing from 
acute coronary occlusion. Hence, alertness in 
detecting the presence of these premature beats 
and diagnosing their origin by the electro- 
cardiograms on one such patient in whom the 
these extra beats are frequent; I believe the 
patient should receive oral quinidine, 0.2 grams 
every three hours. I have had excellent success, 
as I have previously published", with papaverine 
given orally in doses of 0.2 - 0.4 grams three or 
four times a day, or in doses of 0.1 gram admin- 
istered slowly intravenously. The latter pro- 
cedure I have found of exceptional value in pa- 
tients in whom almost every other beat is pre- 
mature, and in my publication’ I have electro- 
eardiograms on one such puatient in whom the 
bombardment of ventricular extra beats com- 
pletely disappeared. I believe it is worth recall- 
ing that our intensive work on papaverine has 
demonstrated that it is as effective as quinidine 
in diminishing or eliminating the extra systoles ; 
in addition it produces coronary vasodilitation, 
diminishes pain, and aids sleep. 

Auricular flutter and fibrillation 
from a few minutes to a few days and will not 
infrequently disappear spontaneously. As a clin- 
ical estimate, if the ventricular rate is not over- 
120 beats per minute, then the cardiac reserve 
may not be exceeded. However, if the ventricu- 
lar rate is faster than 120 beats per minute, and 
either arrhythmia does not vanish in from six 
to twelve hours, one should probably institute 
therapy. For auricular fibrillation, quinidine in 
doses of 0.2 to 0.4 grams may be given every two 
hours for five doses for rapid conversion. The 
same doses may be given, with slower affect, 
every three hours day and night until the fibril- 
lation subsides. It is important to maintain treat- 
ment both day and night because quinidine reach- 
es a peak level within two hours and is excreted 


ee 


may last 
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to a large extent in about six hours."' This at- 
tention to dosage, based on a knowledge of ab- 
sorption and excretion, often spells the differ- 
ence between success and failure, which, of 
course, is true in many branches of therapeu- 
ties. If congestive heart failure appears as a 
result of this arrhythmia, then the patient should 
be digitalized first, and then if the auricular 
fibrillation does not cease, the patient should 
receive quinidine in the manner outlined. 

With regard to auricular flutter, the best 
principle of treatment appears to be to digitalize 
first in order to convert the auricular flutter 
to auricular fibrillation. I have found it useful 
to inject 2 ¢.c. of Lanaticide C (marketed as 
eedilanid by Sandoz & Co.) every two or three 
hours. It is important to give just enough digi- 
talis to switch the flutter tu fibrillation. Once 
conversion of auricular fibrillation has occurred, 
digitalis is immediately stopped and about 50% 
of such patients will spontaneously convert to 
normal rhythm in a few hours. Those who do 
not convert in twenty-four hours may need 
quinidine, as mentioned above. 

The paroxysmal tachycardias are divided into 
supraventricular types (including auricular, 
nodal) and ventricular tachycardias. Paroxys- 
mal auricular tachycardias are surprisingly rare. 
Since the auricular and nodal types of tachy- 
cardia usually cannot be differentiated, even in 
the electrocardiogram, they are considered to- 
gether with respect to treatment. Like auricu- 
lar flutter and fibrillation, they may last from 
a few seconds to several days and may disappear 
spontaneously. However, the ventricular rate is 
often faster than in the case of auricular flutter 
and fibrillation because of existing 1:1 conduc- 
tion from auricle to ventricle. Probably the easi- 
est procedure to try is unilateral carotid sinus 
pressure applied while the physician is listening 
to the heart beat. Perhaps the fastest abolition 
of the supraventricular tachycardia may be ob- 
tained by injecting slowly from 0.30 to 0.50 c.c. 
of 1% neosynephrine solution, as described by 
Youmans.'* The latter has stopped these ar- 
rhythmias within forty-five seconds following 
injection. This drug has the added advantage 
of elevating the blood pressure (see the section 
on the management of hypotension). Many ear- 
diologists® like to digitalize the patient intrave- 
nously (using for example 4 to 8 ¢.c. of Lanati- 
cide C or cedilanid) and I have had success 
with this method. In all fairness, it should be 
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poited out that Askey'* objects to the use of 
digitalis in the presence of coronary occlusion. 
Quinidine is often valuable when used in doses 
recommended above. 

Partial heart block requires observation rather 
than treatment. I have rarely seen complete 
heart block, nor is it a serious arrhythmia usu- 
ally, since a slow ventricular rate allows for bet- 
ter coronary filling. However, when the ven- 
tricular rate is markedly depressed, and synco- 
pal attacks take place, then I believe the most 
valuable agent available is Paredrine Hydra- 
bromide 20 mgs. given orally in tablet form 
three or four times a day. There is good reason 
to avoid adrenalin in the presence of coronary 
occlusion because the latter may produce a fatal 
ventricular arrhythmia. 

Paroxysmal ventricular tachycardia is con- 
sidered a rare complication; that is due prob- 
ably to the difficulty in obtaining statistics re- 
garding its frequency. The following observa- 
tion makes me think that it is more common than 
supposed. I once stayed at the bedside of a pa- 
tient with acute coronary occlusion for about 
twelve hours and checked the heart rhythm 
about every fifteen minutes with a direct writ- 
ing electrocardiograph machine. I observed all 
the arrhythmias mentioned in this paper, includ- 
ing ventricular tachyeardia, which occurred in 
short bursts lasting five to fifteen seconds. It 
is no wonder then that ventricular tachycardia 
will escape clinical detection and that statistics 
regarding its incidents are difficult to assemble. 
Patients will recover from the short paroxysms 
just mentioned, but when it persists, the prog- 
nosis is ominous. Probably the swiftest treat- 
ment available consists of the slow intravenous 
injections of 5 to 1 Oc.c. of 1 or 2% procaine 
solution or else the slow intravenous injection of 
0.5 grams of procaine* dissolved in 500 c.c. of 
ordinary saline or distilled water solution. Pro- 
caine has a relatively short action in the body 
and I find it wise to also give the patient quini- 
dine 0.4 grams every three hours, day and night, 
until the ventricular tachycardia disappears. I 
would also continue the quinidine for another 
twenty-four to forty-eight hours whilst checking 


Miller, of our Department of 


*I am informed by Dr. D. H. 
Cardiology, University of Southern California, that a new prep- 
aration, procaine amide, will shortly be available commercially. 
This is a more stable salt of procaine and is as well absorbed 


orally as intravenously. It is very effective in abolishing ven- 
tricular premature systoles and ventricular tachycardia. It can 
be given orally or intravenously in doses of 100-500 mgs, Wher- 
ever procaine is mentioned in this paper, the reader may bear 
in mind the new compound, procaine amide. 
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the patient frequently in order to promptly pre- 
vent the occurrence of this arrhythmia. Intrave- 
nous morphine’ has been reported to be helpful 
but I have had not a chance to try it. Magnesium 
sulfate (2.0 to 4.0 grams intravenously) may 
also be effective. 


It is most important to remember that digi- 
talis is contraindiacted in ventricular tachyear- 
dia and hence the importance of verifying this 
diagnosis. The onset of this arrhythmia may be 
suspected in the presence of the following: onset 
of a sudden rapi dtachyeardia which fails to 
respond to carotid sinus pressure, slight ir- 
regularity of the ventricular rate on ausculta- 
tion especially during respiration, a substernal 
or precordial ache or heavy feeling, signs of 
peripheral circulatory failure of varying sever- 
ity in a patient who is otherwise doing well, 
and the cerebral manifestations of fainting or 
dizziness. An electrocardiogram should always 
be taken which will show an irregularity in the 
cycle length of at least 0.03 seconds. 

With regard to ventricular flutter and fibril- 
lation, I have noticed at the bedside that its on- 
set is heralded by a deep gasp and convulsion 
and attended by very faint heart sounds. I 
have seen it last for about five seconds and dis- 
appear. Even this arrhythmia, I believe, is amen- 
able to a therapeutic attempt. Experimentally, 
it is known—and I have done this myself on a 
number of occasions in dogs—that persistent 
rhythmic manual massage of the ventricle may 
restore regular beating. I do not think it would 
be amiss to make a quick incision into the left 
chest (while positive air pressure is being given 
by an anaesthetist) and massage the ventricular 
as we have done in dogs. Surgeons have per- 
formed this maneuver on the operating table 
with suecess. At the same time, procaine solu- 
tion may be administered in the pericardium and 
possibly papaverine (0.2 grams) injected into 
the left ventricle. While working with Lindner 
and Katz on the fibrillating dog’s ventricle, 
papaverine and manual ventricular massage has 
restored regular beating to the ventricle. Beck** 
has successfully defibrillated the human heart, 
in one case, with the use of special apparatus ; 
the latter unhappily is, of course, not routinely 
available. But these ideas do intrude some ther- 
apeutic hope into a customarily hopeless disorder. 


Treatment of Hypotension 
A serious drop in arterial blood pressure oc- 





30 ARIZONA 


eurred in 57% of Master’s'* two hundred and 
five cases; he felt that death usually took place 
if the systolic blood pressure fell below 80 mms. 
of mereury. In Mintz and Katz’s studies", 
there was a fatality rate of 77.8% in patients 
exhibiting a shocklike state as compared with 
20% in their entire series of five hundred and 
twenty-four patients. 

The hypotensive stage may be thought of as 
that period when the systolic blood pressure has 
fallen to 90 mms. of mereury or less accom- 
panied often by manifestations of circulatory 
failure, such as paHor, syanosis, coolness of the 
extremities, sweating and feeling faint. The 
level of arterial pressure at which coronary flow 
becomes seriously jeopardized varies in differ- 
ent individuals; thus, there is often a higher 
mortality in hypertensive ‘persons, as compared 
with normotensive persons, whose systolic blood 
pressure falls below 100 mms. of mercury.'® For 
example, signs of peripheral circulatory failure 
were present in a hypertensive patient with a 
drop in blood pressure from 180/118 to 98/72, 
whereas a normotensive patient did not exhibit 
this phenomena until the systolic blood pressure 
was 88 mms. of mereury. Therefore, the hypo- 
tensive stage is correlated with not only a fall 
in blood pressure but also with the degree and 
rapidity of fall of blood pressure. 

Probably one cause of the blood pressure drop 
following myocardial infarction is a decrease in 
contractility of the myocardium followed by a 
diminution of cardiac output. The infareted my- 
ocardium often balloons out ; this can be seen ex- 
perimentally in the dog’s heart and occasionally 
in the human heart when fluoroscoping such pa- 
tients, as described by Master”’, and as I have 
myself seen in one patient. However, I see no 
advantage in elaborating on the causes of hypo- 
tension, for the causes are unknown. Since this 
is a practical presentation, I am more concerned 
with therapy. The treatment of blood pressure 
which has dropped to or below 90 mms. of mer- 
cury systolic may be divided into: 

(1) use of Vasoconstrictor drugs, e. g., neo- 

synephrine 

(2) use of transfusion: 

(a) intravenous 
(b) intra-arterial. 

We have been doing considerable work?! on 
certain hypotensive drugs and during the de- 
pressor stage we have used 1% neosynephrine 
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hydrochloride solution to counteract the blood 
pressure drop. This agent is a synthetic sympa- 
thomimetie drug which resembles epinephrine 
and ephedrine in causing peripheral vasocon- 
striction, but does not cause this by increasing 
the heart rate or myocardial irritability. Neo- 
synephrine further differs from epinephrine 
and ephedrine.in that it does not produce ner- 
vousness or apprehension or tremors, perspira- 
tion or palpitation, nor does it suffer a loss of 
effectiveness after repeated administration. In 
a normal individual, 0.30 mgs. of neosynephrine 


given intravenously .will elevate the blood pres- 
sure from 110/80 to about 165/98 in one and 
one-half minutes; at the same time, the pulse 
drops from about 80 to 50. The degree of blood 
pressure rise following neosynephrine intrave- 


nously is approximately proportional to the 
dose. In one of our experiments, with hypoten- 
sive agents, the blood pressure was artificially 
lowered from 164/110 to 110/74. Following the 
injection of 0.75 mgs. of neosynephrine intrave- 
nously, the blood pressure rose to 160/110 within 
thirty seconds. Within ten minutes, the blood 
pressure had again fallen to 134/90; a second 
dose of 0.50 mgs. of 0.50 mgs. of neosynephrine 
intravenously again elevated the blood pressure 
to 170/110. In another experiment in man the 
controlled blood pressure of 154/90 fell, after 
the administration of the hypotensive drug being 
studied, to 88/54. Because the latter blood pres- 
sure was lower than desired, we injected in- 
travenously 0.75 mgs. of neosynephrine, and 
again after one minute the blood pressure rose 
to 190/120. Within about ten minutes, after the 
action of the drug had subsided, the blood pres- 
sure was 86/52. Another dose of 0.3 mgs. of neo- 
synephrine intravenously produced a rise up 
to 124/90. Other examples, in addition to these, 
may be cited to demonstrate the sharp and rapid 
pressor effect produced by neospnephrine. It is 
suggested that an initial dose of 0.3 mgs. of 
neosynephrine be given intravenously and the 
blood pressure followed every five minutes. If 
the blood pressure elevation which results is in- 


“sufficient, that is, not approximately equal to 


the blood pressure reading for the particula: 
patient prior to the attack of coronary inclu 
sions, then another dose of neosynephrine ma) 
be administered either in the same dosage, 01 
slightly higher, e.g., 0.50 to 0.70 mgs. The drug 
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should, of course, be discontinued when the 
blood pressure has returned to and is maintained 
at normal or average levels. 

The primary purpose of vasoconstrictor drugs 
is to tide the patient through the stage of acute 
flood pressure drop. During the hypotensive 
stage, the following physiological events occur: 


(a) 
(b) 
(e) 


decreased coronary flow 

augmentation of myocardial ischemia 
inereased myocardial irritability (due to 
the ischemia) which may produce serious 
or fatal ventricular arrhythmias. 


In brief, the patient may terminate from the 
acute bloow pressure drop alone, even though 
pathologically or microscopically the myocar- 
dium is healing. The physiological vasoconstric- 
tion, as demonstrated by cold hands and cold 
feet, which normally accompanies a drop in 
blood pressure below normal may insure renal 
or cerebral blood flow, and within limits, even 
enhances coronary flow, but the increase in coro- 
nary flow is apparently insufficient for the needs 
of the myocardium. Hence the use of vasocon- 
strictor drugs, as a temporary measure only, ap- 
pears to be a valid and useful therapeutic pro- 
cedure, primarily to prevent the establishment 
of irreversible ‘‘cardiogenic’’ shock. Other vaso- 
constricting drugs, such as paredrine, may also 
be used, but I have discussed the employment of 
neosynephrine simply because it is more readily 
available, and my colleagues and I have been 
studying its action within the past year. 


Transfusions have been employed in order to 


elevate the blood pressure by reason of increased 
blood volume and to enhance cardiac output. 
The usual fluids used have been distilled water 
or saline, serum albumen and whole blood. Actu- 
ally, it takes longer to elevate the blood pres- 
sure, during a hypotensive episode, by the use 
of intravenous fluids than by the use of vaso- 
constrictor drugs, although some suecess has 
been reported.'® However, the introduction by 
Page” of intra-arterial whole blood transfusion 
holds significant 
a simple Kelly flask, to which is attached a pres- 
sure bulb and aneroid thermometer, which reg- 
ulates the pressure within the Kelly flask. Prop- 


promise. He has employed 


erly crossmatched blood is run into the radial or 
brachial arteries. He has found experimentally 
that blood volume deficits are easily corrected 
and that amount of blood enters the circulation 
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which is required to fill it. His suggestions as 
to its use are: if the patient’s blood pressure is 30 
mis. of mercury or less, then the blood pressure 
in the Kelly flask should be 20 mms. of mereury 
higher. The blood is allowed to flow into the 
artery using an infusion pressure which is in- 
creased in jumps of 20 mms. until the systemic 
blood pressure reaches about 110 mms. of mer- 
cury. Page has found that the presence of low 
systemic blood pressures (about 50 mms. of mer- 
eury), blood will flow in retrograde fashion up 
the aorta, filling the kidneys first and then the 
brain He has furthermore found 
that intra-arterial transfusions is one of the few 
methods which will resuscitate the dog when the 
heart and respiration have failed. For example, 
in thirty-nine dogs, 84% could be resuscitated 
when clinically ‘‘dead ;’’ 51% live for ten hours, 
and 33% lived indefinitely. In man, when intra- 
arterial transfusions were attempted in the face 


and heart. 


of approaching cardiae and respiratory arrest 
Oubain in doses 0.25 - 0.50 mgs. should prob- 
ably also be given since this situation represents 


cardiae failure. It would seem also advisable to 


give intravenous procaine or high doses of quini- 
dine and papaverine intravenously or intramus- 
cularly, for when systemic blood pressures are 
50 mgs. of mercury or less, fatal ventricular 
arrhythmias are often imminent or present. 


The main disadvantages of this method seem to 
be its unavailability when needed and the time 
consumed in cutting down on a major artery. 
Its chief hope seems to rest on the possibility, 
experimentally demonstrated, that life might be 
resotred in the face of impending or actual death. 
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PRENATAL INFLUENCES 


R. V. PLATOU, M. D. 
New Orleans, La. 


OW many and which of many congenital 

anomalies encountered among infants and 
children are due to inheritance—‘‘inborn char- 
acteristics’’—and how many are due to correct- 
ible or nonrecurring environmental faults dur- 
ing pregnancy? In the present state of our 
knowledge no one can answer this question cor- 
rectly, and no one can state a correct ratio as 
to the relative importance of genetic and en- 
vironmental factors, but I think all of us are 
aware of a reasonable and increasing emphasis 
on the importance of environmental disturb- 
ances during pregnancy in the production of 
many common defects. 


Justification for this emphasis would be am- 
ple if only occasionally the physician could re- 
assure parents of a deformed or defective baby, 
that a definite correctible or nonrecurring cause 
was responsible, and that further childbearing 
could be encouraged. For this reason it is most 
tempting to draw comparisons between a num- 
ber of common congenital anomalies encoun- 
tered in pediatric practice and similar ones 
which may be produced in experimental animals. 
Such comparisons are, with few exceptions, fair. 
I should like to venture some distance into an 
area of conjecture based on a rather large clini- 
eal experience, some knowledge of pertinent lit- 
erature, and a few specific examples encountered 
in our own clinies which justify a basis for our 
belief that many associations observed in experi- 
mental laboratories have their true counterparts 
among patients encountered in our hospital 
wards and elinies. I will stretch analogies a bit 
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now and then to make a point; my purpose is 
to impress on everyone the necessity of search- 
ing for correctible factors whenever a congeni- 
tal anomay! of any sort is encountered, particu- 
larly soon after delivery when the likelihood of 
remembering apparently trivial but important 
details of the pregnancy is greatest; contrari- 
wise, it is equally important that we make a 
most careful study of any infant born to a moth- 
er known to have been exposed to any one of a 
number of risks now known to be likely causes 
for defects. 


These imitations produced by environmental 
factors are called ‘‘phenocopies.’’ It is usually 
impossible with phenocopies encountered clinical- 
ly to distinguish the individual influences of 
hereditary or environmental agents, alone or in 
combination. Generally speaking, it is recognized 
that a faulty intrauterine environment may be 
productive of either general or rather specific 
abnormalities in the offspring. Also, it is agreed 
that the timing of a particular insult to the 
developing embryo or fetus may be at least as 
important in the production of anomalies as the 
nature of the insult concerned. My purpose 
here is to review and discuss a few distinctive 
abnormalities in new-born infants which have 
been accepted with varying degrees of enthusi- 
asm as being related to specific faulty environ- 
mental factors at play during intrauterine life, 
.grouping these under seven arbitrary headings 
—nutritional, chemical, endocrinologic, actinic, 
infectional, immunologic, and mechanical. 


1. Nutritional Factors 
When one recognizes the rather large increased 
requirements for specific nutrients during preg 
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nancy—particularly for protein, calcium, and 
vitamins A, C, and the B complex, then he 
recognizes how frequent ‘‘borderline’’ deficien- 
cies in these several categories are apt to be, par- 
ticulariy in the first trimester of pregnancy 
which we consider so important in its relation 
to certain abnormalities. It probably should be 
emphasized that gross deficits in the maternal 
liet are often lethal for the embryo and that 
the most important ones to recognize in the pres- 
ent connection are more apt to be of question- 
able degree. A number of studies have attested 
the importance—both for the welfare of mother 
and infant—of careful attention to maternal 
liets. Real differences have been discerned in 
the incidence of prenatal complications in the 
mother as well as in the general condition of 
nfants related to quality of maternal diets dur- 
ing pregnancy. Studies of this sort have been 
xtended further to indicate remark- 
able differences in the duration of the first 
stage of labor related to similar considerations. 
While there seems to be general agreement that 
there is no such thing as a single ‘‘anti-infee- 
tion vitamin,’’ deficiency in any or several diet- 
ary requirements may decrease resistance to 
infection and thus also have important condi- 


rather 


tioning effects. 

Perhaps one of the most familiar clinical enti- 
ties apt to result from specific maternal nutri- 
tional deficit is that of cretinism related to 
chronie maternal iodine deficiency ; though such 
an association is by no means consistent, it 
should certainly always be sought for reasons 
of prophylaxis. Experimentally, maternal defi- 
ciency in vitamin A may result in a wide variety 
of disturbances in reproductive function, but 
frequently also in the appearance in the off- 
spring of ocular defects such as cataract, colo- 
boma, anophthalmia, microphthalmia, ete. Ab- 
normalities elsewhere, about the ears, lips, palate 
and kidneys have also been observed. In most 
such clinical examples which we have encoun- 
tered, it has, of course, been impossible to 
prove a definite and clear-cut relationship to 
vitamin A deficiency in the maternal diet; in 
some, however, suggestive histories pointing in 
this direction have been obtained—perhaps em- 
phasizing again the importance of ‘‘borderline’’ 
deficiencies. 

Experimentally, a number of skeletal mal- 
formations apparently result from a lack of 
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riboflavin in the maternal diet; in the main 
these consist of varying degrees of shortening 
in the mandible and long bones, several types 
of fusion defects, cleft palates, and the like. 
According to Warkany, who has done outstand- 
ing experimental work on the induction of con- 
genital defects, these and probably other mal- 
formations result from 
perhaps because this vitamin is a constituent of 
a number of enzymes essential for tissue respira- 


riboflavin deficiency, 


tion ; presumably errors in differentiation of this 
sort may occur with deficiencies of riboflavin 
not severe enough to interfere with normal! foetal 
growth in mass. 

Even these few dramatic examples relating 
certain common congenital anomalies to nutri- 
tional deficits should serve to whet our inter 
est in seeking further documentation from our 
experiences with human examples as well as te 
encourage us to accomplish everything possible 
for their prevention by proper attention to ma- 
ternal diets. 

2. Chemical Factors 

To my knowledge, no specific recognizable 
syndrome in human infants has been attribut 
ed to a particular chemical disturbance during 
pregnancy. As a general rule, it appears that 
effects of chemical poisonings during pregnancy 
There 


number of interesting abnormalities which hav 


are either lethal or nonexistent. are i 
been observed in animals, resulting from speci 
fie chemical poisonings in utero, but their pro 
totypes have not been recognized in clinical ex 
perience up to the present time. 
3. Endocrinologic Factors 

A very common effect of estrogenic stimul: 
tion to the 
though certainly not a congenital abnormality, 
its importanee rests in differentiation from puru 
lent skillful 
neglect lest infection be introduced. Perhaps 
more but the 
so-called ‘‘ precocious menstruation’’ of the new- 


newborn is mastitis neonatorum: 


mastitis due to infection, and in 


common, much less dramatic is 
born influenced by maternal hormones, though 
this manifestation is much less disturbing to all 


concerned. 


Perhaps the most striking abnormality re- 
sultant from excessive androgenic stimulation 
—usually due to adrenal cortical hyperplasia 
or tumor—is the elinical picture of pseudoherma- 
phroditism, which is often rather paradoxically 
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associated with clinical and chemical evidences 
of deficiency in the salt and water hormone of 
the adrenal cortex during the first few weeks 
of life. These babies, in imminent danger of 
dying from metabolic resulting 
from this deficiency, can be saved by appropri- 
ate replacement therapy, as attested by a num- 
ber of recent reports. Another common prob- 
lem associated with endocrine disturbances is 
that exhibited by the infant of a diabetic moth- 
er, in which remarkable splanchnomegaly, hem- 
atologic features similar to those of erythro- 
blastosis fetalis, and dangerous cardiorespiratory 
erises are prominent. It is to be noted that the 
clinical manifesttions in these babies are quite 
similar to those observed in congenital beriberi. 

Mongolism, perhaps related basically to heredi- 


di:turbanees 


tary influences, seems undoubtedly to be influ- 


enced in its expression by a number of econdi- 
tioning factors, most important of which appear 
to be maternal age and placental abnormalities, 
though other factors perhaps mediated through 
the endocrine system may a!so be at fault. 
4. Actinic Factors 

Though uncommon, the least excusable and 
unfortunate of these results from inad- 
radiation of the mother—usually by 
early in pregnancy. The re- 


most 
vertant 
x-ray or radium 
sultant clinical features in the offspring are 
pitiful. These are classed under the descriptive 
term of ‘‘roentgenogenic microcephaly.’’ Prom- 
inent here are severe degrees of mental retarda- 
tion, microcephaly, micrognathia, ocular defects, 
and other abnormalities depending perhaps on 
the particular timing of the insult in relation 
to maturation of developing structures in the 
embryo. Little or nothing is known of the 
amount of radiation necessary to produce these 
devastating effects at particular stages during 
the organogenetic period ; this being so, it seems 
fair to argue that no woman should be irradiat- 
ed for any cause during the childbearing period 
until or unless pregnancy has been specifically 
excluded by appropriate tests and all subsequent 
precautions and dangers taken into considera- 
tion. 


5. Infectional Factors 
Now most familiar to all bridge table con- 
versationalists, and perhaps responsible for as 
much as five per cent of all congenital defects 
is the rubella syndrome. A recent paper by 
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Warkany has served to emphasize the variability 
in expression of this syndrome as contrasted 
with a more consistent picture originally empha- 
sized by Gregg; in the main, however, the most 
important and recognizable manifestations con- 
sist in deafmutism, cataracts, anomalies of the 
central nervous system, and congenital cardiac 
defects. Less conclusive but suggestive statisti- 
incriminates maternal infectious 
Our own ex- 


eal evidence 
mononucleosis in a similar way. 
perience also justifies some suspicion of mumps 
in relation to certain anomalies. 

Congenital toxoplasmosis, which perhaps most 
commonly results from asymptomatie or unrec- 
ognized infection of the mother produces clear- 
eut features in the offspring. It is prominent 
among causes of congenital hydrocephalus and 
is recognized in older infants and children by the 
association of neurologic disturbances and men- 
tal retardation associated with intracranial eal- 
cifieations, patchy choroiditis, and the presence 
of positive serologic tests useful for retrospec- 
tively identifying the causative agent. The 
studies of Paige, Wolfe, Sabin, Adams, and 
others have served to elucidate this unfortunate 
sequence of events beyond any reasonable doubt. 

While there is reasonable question as to the 
role of syphilis in the production of congenital 
anomalies, a!l of us are familiar with its serious 
effects in relation to incidence of stillbirths, 
prematurity, and serious illness in infants. In 
just those environments responsible for a high 
incidence of congenital syphilis one is also apt 
to encounter a number of other factors which 
may be related more clearly to the appearance 
of defects in the newborn infant. 

Though much remains to be learned of the 
role of maternal infectious disease in the pro- 
duction of congenital abnormalities, the stimu- 
lus that came with Gregg’s observation, calling 
out attention to the importance of maternal 
rubella, was a very important one and will un- 
doubtedly lead to far-reaching investigation 
within the forseeable future. 

6. Immunologic Factors 


The familiar clinical syndrome related to 
‘immunologic disturbances during pregnancy in- 
eludes varying manifestations of hemolytic dis- 
ease (erythroblastosis fetalis) related to mechan- 
isms for isoimmunization concerned with the 
Rh factor. This syndrome, however, probably 
represents only an example, or pattern, of oth- 
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ers which might be similarly determined. The 
illustration is chosen only to point up the fact 
that we know little or nothing of immune mech- 
anisms during pregnancy in their relation to 
disease other than this very serious one of which 
we have learned so much in recent years. 


7. Mechanical Factors 


There seems to be no doubt that faulty im- 
plantation of the placenta may interfere to a 
great extent with proper nutrition of the embryo 
and thus be responsible for producing a number 
of anomalies. It is reasonable to believe that 
some other mechanical causes may at times also 
be important, discernivle, and even correctible. 
Uterine myomata conceivably might cause a 
faulty position of the developing embryo or 
fetus and be responsible for postural defects 
recognizable in the newborn; oligohydramnios 
might similarly be incriminated. Deformities 
which are apparently resultant from pressure 
phenomena are not at all unusual in the products 
of ectopic pregnancy, and some are fairly com- 
mon when there are multiple births. Chapple 
has pointed out that the simple procedure of de- 
termining the ‘‘position of comfort’’ in the 
newborn can do much to elucidate mechanical 
factors responsible for a number of deformi- 
ties such as asymmetry of the mandible, genu 
recurvatum, some types of club foot and various 
curvatures or other defects about the extremi- 
ties. There can be little doubt but that many of 
these deformities apparently due to faulty in- 
trauterine posture are in reality related to 
hereditary factors or to disturbed nutrition inci- 
dent to faulty implantation of the ovum; it 
would be difficult, however, to distinguish 
which of these mechanisms basically were at 


fault, and these few illustrations, therefore, 
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serve to emphasize the point that their appear- 
ance should lead immediately to appropriate 
studies for determining the presence of causes 
which might be correctible or not expected to 
recur. 

In conclusion, I feel obligated to apologize 
again for stretching a few points. Along with 
the other remarkable advances in medical sci- 
ence of recent years, however, there has been 
accumulated adequate information to indicate 
that older opinions ascribing most congenital 
malformations to completely unknown factors 
are wrong. We still have a long way to go be- 
fore the role of environmental influences during 
pregnancy are entirely clarified; the door to a 
tremendous field of study has barely been 
opened. Admittedly, etiology of most congenital 
malformations is undoubtedly 
and is only rarely based on a single factor; nev- 
ertheless, we physicians can do much to aid our 
co-workers in experimental teratology. At least 
it is clear that prevention of congenital mal- 


very complex 


formations may occasionally be possible, and 
that the future in this area of preventive medi- 
cine holds great promise, provided that clinicians 
and experimentalists most concerned will take 
advantage of one another’s observations. 


Finally, as a very practical consideration, 
these few patterns may serve an occasional use- 
ful purpose when it comes to answering the very 
important questions’ which the parents of any 
defective baby want answered. It seems need- 
less to point out that there is great comfort for 
all concerned when it is possible to relate a 
given abnormality definitely to a recognizable 
cause unrelated to purely genetic considerations, 
particularly when such a cause may be correct- 
ible or is not expected to recur. 
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THE DIAGNOSIS AND TREATMENT OF PULMONARY 
MYCOSES 


DAVID T. SMITH, M. D. 
School of Medicine, 
Department of Bacteriology, 
Duke University, 
Durham, North Carolina. 


HE most common fungus infection of the 

lungs in California is coccidioidomycosis. 
The etiologic agent, Coccidioides immitis, is 
present in the soil and is usually breathed into 
the lungs in dust, although it is occasionally 
inoculated into a cut or abrasion of the skin. 
In at least 60 per cent of instances, the infection 
is subelinically but immunologically effective 
leaving the patient immune to future infection 
and with a positive skin test to coccidioidin, 
which apparently persists for life. In about 40 
per cent the patient has symptoms of a respira- 
tory infection. Rales are present in about 20 
per cent and some patchy areas of consolidation. 
Enlarged hilar lymph nodes are present in about 
75 per cent of patients with symptoms. The 
white blood count is elevated to a moderate de- 
gree, the sedimentation rate is increased and 
an excess of eosinophils is frequently present. 
The work of Dr. C. E. Smith shows that a posi- 
tive skin test to coecidioidin appears in nearly 
all patients by the end of the second week of the 
disease. Precipitins appear in the blood after 10 
to 14 days but gradually disappear after 30 to 
60 days. Complement fixing antibodies do not 
oceur at all in the milder cases but appear in 
low titers, in the more severe cases, and disap- 
pear with recovery. About 20 per cent of pa- 
tients with symptoms develop, in 3 days to 3 
weeks after the fever disappears, erythema no- 
dosum lesions in the skin and subeutaneous tis- 
sues. Experienced clinicians believe the patients 
having these lesions rarely develop the progres- 
sive form of the disease. Certainly such patients 
are extremely sensitive to coecidioidin and the 
preliminary skin test should be performed with 
a 1:10,000 dilution followed if necessary by 
1:1,000 and 1:100. 


In about 4 per cent of infections in white pa- 
tientse and 10 to 20 per cent of Negroes, Mexi- 
eans and Filipinos the disease passes over into 
the progressive form of coccidioidomycosis, for- 


merly known as coccidioidal granuloma. The 
mortality in this type of infection is about 50 
per cent. 

Complement fixing antibodies appear early in 
the progressive form of the disease and increase 
progressively in titer until a few days before 
the death of the patient. In the fortunate pa- 
tients who recover the rising titer becomes sta- 
tionary and then decreases to zero as the patient 
improves. The skin test to coccidioidin decreas- 
es as the patient grows worse and is often nega- 
tive in the progressing case. 

Meningitis, simulating tuberculous or viral 
meningitis, may appear in patients who have 
had no symptoms of previous infection. Buss, 
Gifford and Gibson have reported 53 cases and 
emphasized the importance of the complement 
fixation test for coccidioidomyecosis in the dif- 
ferential diagnosis. 

Patients with the primary infection should 
be kept in bed until the temperature and sedi- 
mentation rate are normal, and under observa- 
tion until the precipitin test and complement 
fixation test are negative. Patients with the 
progressive form of the disease should be given 
the general supportive type of treatment usual- 
ly employed for patients with progressive tuber- 
culosis. There is no specific treatment of ecoc- 
cidioidomycosis, although new work here in Cali- 
fornia with an antibiotic derived from Serratia 
masserans, known as prodigiosin, looks promis- 
ing. 

ACTINOMYCOSIS 

The second most common fungus disease in 
California is actinomycosis. The etiologic agent, 
Actinomyces bovis, occurs naturally in the gums 


and about the teeth of man. The organism may 


invade the mucosae of the nasopharynx and 
produce (1) cervico-facial actinomycosis ; it may 
be aspirated into the lungs to initiate (2) pul- 
monary actinomycosis; or may be swallowed 
where it can penetrate the intestinal mucosae 
and give rise to (3) abdominal actinomycosis. 
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There is nothing diagnostic about the physical 
signs or x-ray shadows of early pulmonary in- 
fection. Later the infection may invade the 
chest wall and produce multiple draining sinus- 
es. The diagnosis is established by finding sul- 
phur granules in the pus from the draining sinus- 
es. These granules are composed of masses of 
gram-positive branching filaments. A. bovis is 
anaerobic and must be cultured on a rich media 
under anaerobic conditions. 


Early infection may clear completely after 
intensive treatment for some weeks with sulfadi- 
azine or penicillin. More advanced cases require 
surgical draining. as well as antibiotic therapy. 
Large doses of iodides should be used as sup- 
plementary treatment to produce resolution of 
the granulomatous tissues. In localized 
pulmonary infections lobectomy or pneumonec- 
tomy is indicated. 


some 


NOCARDIOSIS 

Various species of Nocardia, particularly No- 
cardia asteroides, are found in the soil and pro- 
duce disease in man which resembles actinomy- 
cosis. The Nocardia are areobic, will grow on 
either blood agar or Sabouraud’s media. N. 
teroides is acid-fast and may be confused with 
tubercle bacilli if the presence of numerous side 
branches on the organism is not noted. 

The Nocardia are resistant to penicillin but 
respond slowly to sulfadiazine or a combination 
of surgery, iodides and sulfadiazine. 


as- 


NORTH AMERICAN BLASTOMYCOSIS 


Blastomyecosis occurs most frequently in the 
Mississippi River Valley and in the Southeast- 
ern states but is indigenous in California. The 
etiologic agent Blastomyces dermatitidis appar- 
ently comes from the soil and is scratched into 
the skin or breathed into the lungs. Primary pul- 
monary blastomycosis begins most often as a 
unilateral infection, in contrast to coccidioido- 
mycosis add histoplasmosis, and is frequently 
mistaken for a pulmonary neoplasm. The or- 
ganism grown readily in the yeast-like phase 
after 7 to 14 days incubation on blood agar 
media at 37° C. On Sabouraud’s media at room 
temperature a white mold-like growth appears 
which resembles the mold-like stage of Coccidi- 
oides immitis but the mold-like growth of B. 
dermatitidis reverts readily to the tissue stage 
by subeulture on blood agar at 37° C. 
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Patients ill with blastomycosis should be hos- 
pitalized. The specific treatment depends upon 
the immunologic type of infection. I. Patients 
with positive complement fixing antibodies and 
negative skin tests can be treated immediately 
with II. Patients with positive skin 
tests and negative complement fixing antibodies 
and those with III. positive skin tests and 
positive complement fixing antibodies should 
be desensitized with Blastomyces vaccine be- 
fore being treated with iodides. IV. Patients 
with both negative skin test and negative com- 
plement fixing antibodies should be actively 
immunized by a series of injections of Blasto- 


iodides. 


myces vaccine until either a positive skin test 
or positive complement fixing antibodies can be 
detected before iodides are administered. 


HISTOPLASMOSIS 


Histoplasmosis resembles coccidioidomycosis 
having a benign primary stage, which is 
usually asymptomatic, and a relatively rare, 
After healing, 
even in asymptomatic cases, numerous areas of 
calcification are found as a residue in the lungs. 

The organism is present in the soil and is 


breathed into the lungs with dust. However, the 


by 


progressive, highly fatal form. 


invasion, particularly, in children, is frequently 
through the naso-oro-pharynx or through the 
intestinal tract and in rare instances through 
the skin. 


Following the primary infection complement 
fixing antibodies appear from a few weeks in 
the serum and then disappear. If the infection 
becomes the complement fixing 
titer increases progressively until a few days 
before death. Asymptomatic and mild sympto- 
matie cases develop a positive skin test to histo- 


disseminated 


plasmin which apparently persists for life. In 
contrast, the progressive cases may never have 
a positive skin test or if present, it may disap- 
pear as the disease becomes more severe. 
There is a common antigen in C. immitis, H. 
capsulatum and B. dermatitidis, and cross re- 
actions to skin tests and with complement fix- 
ing antibodies may occur. These cross reactions 
are more frequent between H. capsulatum and 
B. dermatitidis than between C. immitis and the 
other two fungi. The patient should be tested 
simultaneously with coccidioidin, histoplasmin 
and blastomycin, using first a 1:1,000 dilution of 
each. If all tests are negative they should be 
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repeated with 1:100 dilution. The specific in- 
fection will give the greater reaction. In doubt- 
ful cases the complement fixation test should be 
preferred with all three antigens. 

Some cases of the disseminated disease recover 
spontaneously after a long illness. A few local 
lesions of the mouth have been cured with radium 
but there is no specific treatment at the present 


time. 


CRYPTOCOCCOSIS : 


The etiologic agent Cryptococcus neoformans, 
formerly known as Torula histolytica, is carried 
by man and is found in all parts of this country. 


The organism may cause a granulomatous skin 
infection, a subcutaneous pseudo-myxomatous 
tumor, or a primary pulmonary infection. C. 
neoformans has a great predilection for the brain 
and meninges where it stimulates many types 
of disease including encaphalitis and neoplasm. 
Most frequently it simulates tuberculous men- 
ingitis. ; 

C. neoformans reproduces by budding both 
in cultures and in the tissues and is character- 
ized by the presence of a wide gelatinous cap- 
sule. This capsule can be seen most easily if the 
sediment from the spinal fluid, pus, sputum or 
organism from a culture are added to a drop 
of india ink and examined directly under the 
microscope. 

Immune bodies and skin sensitivity are absent 
in the acute progressive cases but agglutinins 
and skin sensitivity may be present in the 
chronic particularly those with bone 
lesions. 

Penicillin is not effective. Some patients re- 
cover after prolonged treatment with sulfadia- 
zine, ‘iodides and autogenous vaccines. 


eases, 


SPOROTRICHOSIS 


Sporotrichum Schencku grows naturally on 
plants and is found in all parts of the world in- 
eluding California. It usually produces lesions 
of the skin and glands but occasionally infects 
the lungs or induces a generalized infection in- 
vading internal organs and bones. The mold 
type of growth is obtained on Sabouraud’s me- 
dium and the tissue stage on cysteine blood agar. 
This is one fungus disease where the organism 
is rarely seen in biopsy section, so cultures are 
essential to establish the diagnosis. 
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Potassium iodide is a specific for sporotricho- 
sis. although large doses may be required and 
the treatment may have to continue for several 
months to prevent relapses. 


MONILIASIS 

Candida albicans (Monilia albicans) is an 
ubiquitous human saprophyte. It can be grown 
from the skin, saliva and stools of healthy indi- 
viduals. It also occurs as a secondary invader in 
tuberculosis, pulmonary abscess, pulmonary neo- 
plasm, bronchiectasis and in other fungus dis- 
eases such as coccidioidomycosis, blastomycosis, 
histoplasmosis and eryptococcosis. 

C. albicans can produce a primary infection 
in the skin, nails, mouth, tongue, vagina, lungs, 
endocardium and meninges. 

Acute pneumonic noniliasis responds best to 
intravenous gentian violet given in doses of 
5 mgs. per kilo of body weight every other day 
for 4 to 6 doses. Patients with chronic broncho- 
pulmonary monitiasis often have positive skin 
Such patients 

treated with 


test to an autogenous vaccine. 


should be desensitized and then 


potassium iodide. 


GEOTRICHOSIS, ASPERGILLOSIS, PENI- 
CILLIOS AND MUCORMYCOSIS 


These fungi, like Monillia, are ubiquitous and 
occur most often as saprophytes or secondary 
invaders. However, occasionally they produce 
abscesses in the lungs and in rare instances gen- 
eralized disease. 

Vaccines should be made from the cultures and 
skin tests performed. If the skin tests are posi- 
tive, the patients should be desensitized before 
administering iodides; but if the skin tests are 
negative, iodides may be given at once. 
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HYPOMETABOLISM, HYPOTHYROIDISM, AND THE USE OF 
THE THYROID HORMONE 


ARIE C. VAN RAVENSWAAY, M.:D. 
Tucson, Arizona 


HE elinical application of thyroid hormone 

therapy is so much a part of the custom 
and art of medical practice that attempts to 
rationalize its use are difficult as well as in- 
teresting. The difficulty arises largely from 
the fact that there is no readily available meth- 
od of directly thyroid function. 
Therefore clinically, since the basal metabolism 
determination is the most satisfactory indirect 


measuring 


measure of thyroid function, the tendency is to 
consider basal metabolism as synonomous with 
thyroid function. This is frequently mislead- 
ing inasmuch as thyroid function is “just one 
of a member of processes, pathologie and other- 
wise, which affect basal metabolism. 


Some of the more important of these other 
processes which are usually entirely unrelated 
to thyroid function are: malnutrition; endo- 
erine disorders not primarily thyroid such as 
Addison’s disease and some cases of diabetes 
mellitus; nephrosis, pernicious and severe iron 
deficiency anemias; and certain diseases of the 
central nervous system including certain psycho- 
ses, intracranial lesions, and severe neuroses. 

It is superfluous to point out that raising the 
metabolic rate to normal by the use of thyroid 
extract will have no specific curative action in 
any of these conditions. 


Finally in this connection it should be empha- 
sized that the basal metabolic rate of normal in- 
dividuals, i.e. individuals with normal thyroid 


activity, varies widely. Individuals with val- 
ues of minus 20 to minus 25 are frequently en- 
countered and values running to minus 35 or 40 
are not extremely rare. In other words, basal 
metabolism is not regulated by the body to close 
limits like the internal bodily temperature, but 
varies from individual to individual as does 
weight and height. What is to be accomplished 
in such individuals with low metabolic rates by 
the administration of the thyroid hormone? It 
ean only be concluded that raising the meta- 
bolism to a so-called normal level in such cases 
is done so at the expense of raising the thyroid 
hormone level of that individual to a supernor- 
mal level, and producing relative hyperthyroid- 


ism. This situation is somewhat comparable to 
the occasional patient with the signs and symp- 
toms of hyperthyroidism but with a basal meta- 
bolic rate approaching zero. Often after surgi- 
cal or medical correction of the hyperthyroid 
state he ends up with a basal metabolic rate of 
minus 25 or 30 representing for this individual 
a normal level. 


Most will agree that the individual with a low 
metabolism and normal thyroid activity who 
not a candidate for 
with thyroid extract. But what about the in- 
dividual in the same situation who does not feel 
well? 


feels well is medication 


A common procedure is to administer 
thyroid. If the patient is benefited, continue 
it. If the patient is not benefited or is made 
worse discontinue it. Kirk and Kvorning' re- 
ported a large series of cases treated in that way 
in 1936 and found that 20% of such patients 
showed objective improvement, and 35% sub- 
jective imbrovement. Assuming that their pre- 
treatment classification was correct, the benefits 
occurring in these cases must be explained on 
the basis of the potentialities of thyroid extract 
as a stimulant and not upon its action as spe- 
cifie replacement therapy. 

The type of benefit thus obtained, therefore, 
compares to that achieved from other stimulants 
such as benzedrine, dexedrine, ephedrine, and 
coffee. ‘‘Improvement’’ in such a situation is 
notoriously hard to assess, it being affected by 
the morale of the patient, his state of rapport 
with fhe physicians, the suggestive effect of 
knowingly receiving thyroid extract or by the 
production of a drugged situation with euphoria 
or artificial mood elevation which the patient 
prefers to his natural state. Individuals are fre- 
quently encountered who ‘‘have to have their 
eup of coffee’’ before they can get started in 
the morning, who have six or a dozen more dur- 
ing the day, who get a headache if they don’t 
have the coffee and who spend the day in a 
caffeine haze which they prefer to their normal 
situation, and which they would describe as 
‘feeling better.’ Much of the subjective im- 
provement from the use of thyroid extract in 
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individuals with normal thyroid function may 
be of the same pattern and may parallel the 
exhilaration so frequently encountered in in- 
trinsic hyperthyroidism, particularly in males. 


The converse of the difficulty of evaluating 
the subjective claims of ‘‘improvement’’ in 
such eases is found in the evaluation of state- 
ments such as ‘‘ Doctor, I have not felt well at 
all since I stopped thyroid. I have no pep and 


am coid all the time.’ The physician is then 


in the dilemma of trying to decide whether the 
patient really needs the drug, whether she is 
merely experiencing withdrawal symptoms of a 
non-specific character or whether the Farquhar- 


sen phenomenon is being exhibited. In 1941 


made an interesting 


2 


Farquharsen and Squires? 
observation in the treatment of non-myxedama- 
tous, low metabolic rate cases with tinyroid hor- 
mone in that after the cessation of such therapy 
the metabolism for a time drops to a point con- 
siderably below its original pretreatment level. 


It is now known experimentally that the ad- 
ministration of thyroid not only directly sup- 
presses thyroid function but also indirectly de- 
presses it by some action upon the anterior lobe 
of the pituitary. This mechanism provides not 
only an apparent explanation for the Farquhar- 
son phenomenon but also for the striking differ- 
ences in the effect of thyroid extract upon myx- 
edematous individuals and upon normothyroid 
individuals with a low metabolic rate. The for- 
mer group respond dramatically to quite small 
doses of thyroid and the maintenance ration 
varies surprisingly little from patient to patient 
if a comparable preparation is used. In non- 
hypothyroid individuals, on the contrary, the 
response is indefinite, variable, and unpredict- 
ably and relatively large doses of the hormone 
may be required to produce minor shifts in 
metabolie level. In the ordinary case of myxed- 
ema one-half grain of USP thyroid extract will 
raise the metabolic rate to minus 20 and correct 
the majority of the signs and symptoms of this 
disease. One grain will raise the level to minus 
10 and one and one-half grain to minus 5. Con- 
trast this with the dosages of 3 to 5 grains or 
more frequently required to raise the metabol- 
ism of the normothyroid individual from minus 
20 to 0. 


The reason for this situation apparently lies 
in the tremendous margin of reserve inherent 
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in the thyroid gland and in its capacity to ad- 
just itself to the needs of the body. While thy- 
roid insufficiency may result from destruction 
of the gland by surgery, infection, neoplasm, or 
pituitary disease, the usual cause is a primary 
atrophy of unknown etiology. This pathologic 
state must progress and destroy approximately 
95% or more of the gland before symptoms ap- 
pear, and having accomplished this degree of 
destruction, it ordinarily progresses, if given 
time, to more or less complete obliteration of 
the gland. It is certainly not logical to assume 
much likelihood of remission after this degree 
of destruction has been achieved. The destrue- 
tion in these cases is a very obvious process and 
quite different from the equivocal changes in 
the islet tissue ordinarily found in diabetes mel- 
litus. This situation contrasts with the 
vidual with a normal thyroid gland and hypo- 
metabolism. Here we give thyroid in the pres- 
ence of a gland which is physiologically capable 
of producing twenty or more times the normal 
requirements of the body. The ultimate ef- 
fect of this situation is determined by the 
degree of suppression of endogenous thyroid 
activity which results, and perhaps as Means* 
believes, a diminished susceptability of the body 
as a whole to the action of thyroid hormone. 


indi- 


The diagnosis of myxedema will not be dis- 
cussed except to emphasize that there are marked 
natural variations in skin quality, hair quality, 
and intolerance to heat or cold. The individual 
with a délicate skin easily dried and coarsened 
by the Arizona sun and wind and the individual 
who has always felt cold weather keenly are not 
likely candidates for a diagnosis of thyroid in- 
sufficiency. Unless such insufficiency has been 
present since infancy, the situation in the true 
hypothyroid is characterized by one of change 
in the basic life pattern. The 
formerly could tolerate cold better than exces- 
sive heat now finds heat rather pleasant and in 


individual who 


cold weather has a rather dreary struggle to 
keep comfortable. 

Since myxedema or true hypothyroidism as 
distinguished from the normothyroid hypometa- 
bolic state is an extremely rare condition oeceur- 
ring at the rate of perhaps 5 in 10,000 hospital 
:dmissions, thyroid hormone for true replace- 
ment therapy is most rarely used. It must, 
therefore, be recognized that its present wide 
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use is as a drug;for its pharmacodynamic actions 
upon the body tissues. 
is used in this 


unrelated 
nephrosis, 


The situations in which it 
fashion are numerous, varied, 
and include malnutrition, 
arthritis, certain psychoses and menstrual dis- 
orders. In many of these its utility is doubtful. 
There does, however, seem to be some degree of 
agreement that in certain menstrual disorders, 
habitual abortion and sterility, in certain dis- 
ease sof the skin characterized by dryness or 


and 
obesity, 


poor local circulation and in certain ophthal- 
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mological and otolaryngological problems it is 
a valuable drug. 
CONCLUSION 

This paper is presented as an inquiry into the 
use of the thyroid hormone. Some of the physio- 
logical aspects of the prob!em are discussed and 
the difficulties in judging its effectiveness de- 
seribed. 
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DIAGNOSIS AND TREATMENT OF CANCER OF THE CERVIX 


LUDWIG LINDBERG, M. D. 
Tueson, Arizona 


i recent years many excellent reports on can- 

cer of the cervix have appeared in the med- 
ical literature; a few of these articles may be 
misleading to physicians who are not particu- 
larly interested in the cancer field or do not 
specialize in oncology. 

The two commonest causes of death from ean- 
cer in women are cancer of the uterus and can- 
cer of the breast. Cancer of the uterus assumes 
two main types: epithelioma of the cervix, and 
adenocarcinoma of the body of the uterus. Of 
these, epithelioma of the cervix occurs most 
frequently, is the most malignant and, therefore, 
the most difficult to eontrol. 

Epithelioma of the cervix usually arises from 
the stratified epithelium near the external os, 
frequently at the junction of the squamous and 
glandular epithelium. Sometimes the cancer is 
not visible on the cervix but arises inside the 
cervical canal by squamous cell metaplasia of 
the glandular epithelium; such cancers will not 
be found without curettement or biopsy of the 
endocervical canal. epithelioma 
arises on the surface of the cervix far away from 
the external os. Cervical polyps are rarely mal- 
ignant. 


Occasionally 


Clinically the tumor may be a protruding 
mass and papillary, or smooth, diffusely infil- 
trating with or without ulceration. Except in 
far advanced cases, microscopic examination is 
required to establish the diagnosis. 


Read before Arizona Medical Association Annual Convention, 
Phoenix, Arizona, May 1-3, 1050. 


Schiller’s iodine test is of no value in the 
diagnosis of cancer, but it may indicate where 
the biopsy specimen should be obtained. Papani- 
colau’s smears have caused a flood of articles 
to appear in the literature, lay and medical. 
This method has been used in so-called cancer 
detection centers, with mixed results. Valuable 
as this procedure may be, a patient should not 
be treated for cancer of the cervix unless the 
real diagnosis has been established by biopsy. 
A positive diagnosis of cancer on Papanicolau’s 
smears can be made only by a pathologist who 
is especially versed in the cytology of tumors— 
it is not a test that can easily be interpreted by 
laboratory technicians. The obtained in 
such smears come mainly from the outer surface 
of the tumor, may not be characteristic, and may 


cells 


show only degenerated cells. Several special in- 
struments have been devised to obtain the ma- 
terial. 

Biopsy of the cervix usually requires no an- 
esthesia and is a simple office procedure; and 
if facilities for frozen fresh tissue examination 
are available, a positive pathological diagnosis 
of carcinoma made in a few 
after th ebiopsy specimen is obtained. 


minutes 

Small 
samples of tissue taken at the proper places 
with a Gaylord specimen forceps are sufficient 
for pathological diagnosis. Excision of large 
pieces (2 or 3 em.) of tissue from the cervix for 


ean be 


biopsy is unnecessary, and the trauma delays 
healing. 
Light cauterization for bleeding after taking 
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the biopsy may be used but is seldom required. 
Cauterization as a method of treatment of can- 
cer of the cervix, or preceding radium treat- 
ment, is a useless procedure and may be harmful. 
Electro-coagulation is followed by necrosis of 
tissue, slough, and infection—and the results 
from radium after cauterization are inferior. 


About 5% of the cancers of the cervix are 
adenocarcinomas, and 95% are squamous-cell epi- 
theliomas usually of high malignancy. Dr. Brod- 
ers of the Mayo Clinic instituted the system of 
grading of the malignancy of all epithelial tu- 
mors of the body, based on the degree of ana- 
plasia; in 1922 he reported on squamous-cell 
epithelioma of the cervix and found no grade I, 
8% of grade II, 57% of grade ILI, and 35% of 
grade IV. To change this classification to grades 
I, II, and III adds only confusion. Martzloff 
obtained practically the same percentage but 
used the terms spinal-cell transitional cell, and 
fat spindle-cell instead of numerals. Grade IT 


epitheliomas of the cervix do not always show 
intercellular spines, or 
‘‘transitional’’ lacks definition; and grade IV 
carcinomas are not always spindle-cells but are 
more apt to consist of round cells. Epidermoid 


spinal-cells; the term 


carcinoma of the cervix has also been classified 
as adult, plexiform and anaplastic; and of low, 
medium, and high malignancy. No advantage 
has been found in changing Broders’ system of 
grading. 

Clinical classification as to stage of advance- 
ment of the disease is very useful in planning 
the treatment. Roughly, stage 1 cancer is small 
and strictly limited to the cervix, the organ of 
origin ; in stage 2 there is beginning involvement 
of broad ligaments or fornices; in stage 3, there 
is marked involvement of parametrium and lim- 
ited mobility of the uterus; in stage 4 the dis- 
ease is far advanced with involvement to the 
pelvic walls, invasion of bladder or rectum, or 
distant metastases. 

Spread: Epithetioma of the cervix is highly 
malignant and the pelvis has an abundant sup- 
ply of lymphatics and lymph nodes to afford 
Extension of the 
The 
euff of the upper vagina around the cervix is 
Extension in the cervical 


early spread of the disease. 
cancer may take place in any direction. 


often invaded early. 
canal to the internal os is common, and in ad- 
vanced cases even into the body of the uterus. 
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Invasion of the broad ligaments occurs early ; 
and when it reaches the walls of the pelvis, the 
uterus becomes fixed and the tubes, ovaries, 
and peritoneum may be involved. The ureters 
are resistant to cancerous invasion but are fre- 
quently compressed by surrounding growth. 

In the more advanced stages the tumor may 
invade the bladder directly from the cervix; the 
growth may extend from the vagina to the ree- 
tum and produce a recto-vaginal fistula. There 
may be involvement of lower vagina and metas- 
tases to the inguinal nodes. The pelvie bones 
may be eroded by extension of the tumor. Dis- 
tant visceral metastases can occur, especially in 
liver and lungs. 

In spite of the cancer educationol campaign, 
less than 10% of cancer of the cervix are seen 
early, or in stage 1. 

Since 1916, it has been generally conceded 
that the choice of treatment of carcinoma of the 
cervix is irradiation. Radium, which is the main 
treatment, when applied to cancer of the cervix 
nearly always causes disappearance of the lesion 
and results in healing. The application of radium 
has to be varied with the extent and location of 
the cancer; approximatetly 1/3 of the dose is 
given intra-uterine, with 1 mm. platinum filter, 
and 2/3 vaginally, with 1.5 to 2 mm. platinum 
filter. In most cases colpostats to the lateral 
fornices are required. The usual dose is 5,000 
to 6,000 mg. hrs. given at one sitting in a two- 
day period; and sometimes 7,000 mg. hrs. are 
given if the lesion is large and the radium is 
widely distributed. Some patients have diarrhea 
or bladder irritation for a few days to a week 
after the radium treatment. 

X-ray: Two to three weeks thereafter 
treatments are given to the pelvis to cover the 
nodes near the pelvic walls and other structures 
not reached or sufficiently irradiated by the 
radium. X-ray treatments are given daily, 
until the total dose is 2,000r/air to each field— 
200r/air to each of 2 areas or 300r to one area, 
sometimes 2500r; 2 or 3 fields are used, giving 
a total of 4,00 Oto 6,000r. No. 2 Thoreaus filter 
in a 250 KV machine will give better depth 
dose and less skin damage than % or 1 mm. 
copper filter. 

After the treatment is completed, it is very 
important that the patients come in for periodic 
examinations: every two weeks for two months, 
every two months for five years, and every three 
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months for another five years. Follow-up or 
periodic examinations every six months are next 
to worthless to such cancerous patients—cancer 
can grow enormously in three months. 

X-ray treatments to the cervix through the 
vagina have been popularized in recent years. 


Technical difficulties prevent such treatments — 


from being fully effective, but may be used for 
palliation in advanced cases or as an accessory 
method of treatment. The implantation of 
radium needles or radon seeds is sometimes used 
as supplementary treatment, but often it is not 
very successful. 

Although the absolute five-year cure rate has 
been reported as varying from 20 to 87%, con- 
servatively it is probably about 30% - 40%. In 
the last 12 years we have had 186 cancers of the 
cervix; although we have not had opportunity 
to check up on the statisties, the a bsolute five- 
year cure rate appears to be in line with that 
of other cancer clinics, about 30% - 40%. 

The failures are mainly in the advanced ecan- 
It has 
been impossible to give sufficient external ir- 
radiation to completely sterilize metastases in 
lymph nodes near the pelvie wall. 


cers, clinical stage 4 and some in stage 3. 
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There are few or no indications for surgery in 
eancer of the cervix. The advanced cases are 
classed as inoperable; the early 
stage 1, are the so-called operable cases; such 
local cancers are easily cleared by radium treat- 
ments, and should have full irradiation therapy. 
Some early lesions already have spread or formed 


cancers, 


metastases. 

Cancer of the cervix is of high malignancy, 
and, therefore, as in other parts of the body, 
the disease makes complete surgical eradication 
impossible. Surgeons should, and do, hesitate 
in operating on grade III and IV malignancies 
—unless previously treated with irradiation to 
reduce the size and the activity of the growth. 

CONCLUSIONS 

1. The real diagnosis of cerv-eal cancer is 
made by pathological examination of biopsy 
tissue. 

2. Carefully irradiation is the 
best treatment for epithelioma of the cervix at 
the present time. 

3. Early diagnosis and treatment of cancer 


performed 


is imperative. The cancer educat:onal campaign 
has gone about as far as it can in the education 
of the public. 
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Or else here 


after, forever, hold your peace. 


a 


In every human undertaking, there comes 
time for action, a time for decision. You can 
describe it in the language of the marriage serv- 
ice, or—if you prefer—of the poker table, ‘‘ Put 
up or shut up.’’ 

No matter how you phrase it, the alternative 
of such a time cannot be denied. 

This year is a time of decision that requires 
positive action on the part of the medical pro- 
fession. If this action is not forthcoming, doc- 
tors cannot reasonably complain of the conse- 
quences. 

This is a year in which the American people 
elect Senators and Congressmen to represent 
them in Washington. Under our system of Gov- 
ernment, it’s up to every citizen to work for 
the suecess of candidates in whose views he be- 
lieves. Only through active effort can we have 
good Government. ‘ 

This responsibility is now squarely before all 
doctors. If they are to be well. represented they 
must work; and they must start now. Doctors, 
their families, their friends, all they ean influ- 
ence must be registered. On election day—in 
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primary balloting and in November—it’s up to 
the doctors to help turn out the vote—the vote 
for their candidates. 

There is only one way to preserve American 
freedom—medical freedom—under our demo- 
cratic process. That way is the voting way... 
the electioneering way. It’s the best way ever 
devised, but it poses responsibilities. 

They are responsibilities no doctor can afford 
to sidestep. They are responsibilities that need 


meeting ... now... today. 





PHOENIX CLINICAL CLUB 





The Case History in this discussion is 
selected from the Case Records of the Mas- 
sachusetts General Hospital, and reprinted 
from the New England Journal of Medicine. 
The discussant under Differential Diagnosis 
is a member of the staff of the Massachus- 
etts General Hospital. The other discussants 
are members of the Phoenix Clinical Club. 











Massachusetts General Hospital 
Case Report No. 30172 


A twenty-three-year-old man was admitted to 
the hospital because of rectal bleeding. 

The patient was in excellent health until about 
twenty months before admission, when he had 
severe diarrhea lasting four or five days and 
consisting of ten or more stools a day. There 
was intermittent, crampy, generalized abdom- 
inal pain, especially on the right side. The diar- 
rhea subsided except for two episodes, each last- 
ing for one week and occurring three and ten 
months after the first attack. The crampy pain 
was present before, during and after the at- 
tacks. Ten months before admission he enlisted 
in the Army, where he underwent basic training 
for two months. He then had another attacks of 
crampy, low abdominal pain and diarrhea, for 
which he was hospitalized. With a bland diet 
the diarrhea subsided but the pain persisted. A 
gastrointestinal series and Graham test were 
negative. A barium enema showed a constrict- 
ing lesion of the right colon. X-ray films of the 
chest, examination of the sputum and gastric 
washings for tubercle bacilli and tuberculin test 
were negative. Operation was advised, but he 
requested, and was granted, medical discharge. 
Following discharge his condition remained the 
same. One week before admission he had a small 
gush of bright-red blood following an otherwise 
normal bowel movement. He had had no chills, 
fever, nausea, vomiting, night sweats, loss of 
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appetite or change in weight. No other gastro- 
intestinal or genitourinary symptoms were noted. 

Physical examination showed a well-developed, 
well-nourished man in no distress. The heart 
and lungs were normal. An abdominal mass was 
palpated on the right side by one of two examin- 
ers. There was no tenderness or spasm. 

The blood pressure was 110 systolic, 78 di- 
astolic. The temperature, pulse and respira- 
tions were normal. 

Examination of the blood showed a red-cell 
count of 5,760,000, with 86 per cent hemoglobin. 
The white-cell count was 12,500. The urine was 
normal. A blood Hinton test was negative. The 
stools were dark brown, with a 4 plus guaiac test. 
The nonprotein nitrogen was 27.5 mg. per 100 
c.c., the protein 6.9 gm. per 100 ¢.c., and the 
chloride 102 milliequiv. per liter. A proctoscopic 
examination showed a normal rectum. 

A plain film of the abdomen revealed gas in 
- the ascending and transverse colon and a small 
amount of gas and feces in the descending colon, 
but no gas in the rectum. An intravenous pyelo- 
gram was negative. A barium enema showed 
ready filling of the descending and transverse 
colon up to the hepatie flexure, at which point 
the bowel was markedly narrowed for 10 em. 
Proximal to this, the cecum did not fill easily. 
The wall was irregular, but without any change 
in the mucosal pattern except for shelf forma- 
tion and small ulcerations. The chest films were 
negative. A Miller-Abbott tube was passed into 
the small intestine. 

On the tenth hospital day an operation was 
performed. 

DISCUSSION 
Dr. Palmer Dysart 

A study of constricting lesions of the colon 
did not succeed in making a diagnosis for me, 
except upon a statistical basis—and I failed not 
too long ago to make a correct diagnosis by 
basing my selection upon the laws of chance— 
for our cases so often are exceptions to the rule 
which is an excellent way to stimulate our 
awareness of variations, but it is. awfully hard 
on my diagnostic record. So far, I have been 
100% - wrong. 

I will give a brief review of the literature 
relevant to this case, and then satisfy the re- 
quirement that a diagnosis be made by arbitrar- 
ily doing so. 

Non-malignant strictures of the colon are rare, 
except in connection with diverticulitis. If there 
is a history of tuberculosis or dysenteric ulcer- 
ation, the possibility of an obstruction due to 
cicatrization should be considered, though this 
is a very unusual occurrence. Hyperplastic tu- 


ARIZONA MEDICINE 45 


bereulous infiltration of the intestine, especially 
of the cecum, causes obstruction, but the tumor 
present is difficult to dist-.nguish from car- 
cinoma. 

Organic stricture of the colon is most common- 
ly due to carcinoma. Progressive loss of weight 
and strength, anorexia, and anemia are late 
symptoms. The obvious presence of blood in the 
feces is an important symptom, but frequently 
only chemical blood is found. 


The colon may become much thickened with 
inflammation, or even come to lie in an abscess 
of its own production, in diverticulitis, peri- 
colitis, cecitis, pericecitis, appendicitis, and hy- 
perplastic tuberculosis of the colon, forming a 
thickened and tender mass immediate'y under 
the abdominal wall; the patient will be more or 
less acutely ill, with local pain and tenderness, 
constipation, often vomiting. 'n the more chronic 
ease, the diagnosis of malignant disease of the 
colon will often be suggested. 

The ascending colon can be felt as a sausage- 
shaped tumor in acute, subacute and chronic 
ileocecal and ileocolic intussusception, that may 
extend for a considerable distance along the 
course of the colon. 

The majority of cases of regional or seg- 
mental fall into the recade between 20 and 30 
years. The cecum and colon are rarely impli- 
cated; only exceptionally does the process pass 
the ileocecal barrier to involve the cecum and 
mscending colon, and when it does invo!ve the 
colon it is nearly always as an extension from 
the ileum. 


Ileitis is to be differentiated from sprue, rare- 


ly occurring ileocecal tuberculosis, diffuse Hodg- 
kin’s disease, and disseminated lymphosarcoma- 
Carcinoma of the ileum or 


tosis of the bowel. 
jejunum is also much less common than ileitis 
and is difficult to differentiate. In comparison 
with any of these diseases, ileitis occurs with 
much greater frequency, particularly in young- 
er persons. Its course is prolonged and indolent, 
extending over years, and rarely so severe or 
rapidly down-hill as sarcoma, Hodgkin’s disease 
or carcinoma. 

Regional ulcerative colitis is similar to re- 
gional ileitis, although rare and involves the right 
half of the coon, and presents a picture similar 
to that of chronic ulcerative colitis except that 
it may be limited to one or more short areas 
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with normal appearing mucosa intervening. Its 
etiology, like ileitis is unknown. 


In a small percentage of cases ulcerative colitis 
is limited to one part of the colon or to the rec- 
tum. In a recent series of 156 cases of chronic 
ulcerative colitis, collected by Ricketts, Kirsch- 
ner, and Palmer, the colon was normal roentgen- 
ologically in 60 patients, the entire colon was 
involved in 32 cases, and the entire colon plus 
the terminal ileum in 15 cases. Segmental colitis 
was demonstrated in five patients roentgenologi- 
eally. 

Amebie colitis is similar to regional colitis, 
but with the aspects more of ulceration of the 
cecum primarily. Stool examination should be 
diagnostic. 

Actinomyecosis is a chronic disease caused by 
the fungus actinomyces bovis. It is cliaracterized 
by the formation of abscesses, sinuses, granula- 
tion tissue, and brawny leathery infiltration of 
the surrounding tissues. The site of the lesion 
is predominantly primary in the ileocecal region 
or in the sigmoid colon. A positive diagnosis is 
made by finding of the sulfur granules of the 
ray fungus in the fistulous discharge or tissue 
secretion. 

Tuberculous lesions of the large bowel appear 
mainly as two types—hyperplastie and ulcer- 
ative. The hyperplastic type occurs in young 
adults and is not commonly associated with pul- 
monary lesions. It is more common in the ileo- 
cecal region, the frequency of its occurrence 
decreasing in direct ratio to its distance from 
the cecum. Involvement of multiple areas of 
the colon is rare. The predominant pathologic 
characteristic is annular fibrous hyperplasia of 
the bowel without ulceration. The mucous mem- 
brane is greatly thickened and thrown into 
folds and polypoid masses. The other coats are 
likewise thickened by hyperplasia of the con- 
nective tissue and infiltration of round cells. 


The ulcerative type is usually secondary to 


pulmonary tuberculosis and manifests itself as 


multiple irregular large ulcers which may be 
confined to a single portion of the large bowel, 
most often the ileocecal region, or it may invade 
all segments of the colon and occasionally, also 
the small bowel. 


Of note in relation to the case under discus- 
sion, in the hyperplastic type, palpation: of a 
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tumor is possible in about half of the cases, and 
as a rule not much tenderness is ellicited. 


The intestine is one of the most frequent sites 
in the body of primary neoplasms; about 15% 
of all cancers arise in the intestines. Whereas, 
there is some variation in the relative incidence 
of different types of tumors in various parts of 
the gastro-intestinal tract, in general it may be 
stated that slightly more than one-half occur in 
the stomach, about two-fifths in the colon and 
rectum, and less than one-tenth in the small in- 
testine. Of all tumors in the gastro-intestinal 
tract, about four-fifths are malignant and one- 
fifth are benign. However, this ratio varies in 
different parts of the alimentary canal. Thus, 
although in the stomach about nine-tenths of 
the tumors are malignant, in the colon and rec- 
tum about three-fourths are malignant, and in 
the small intestine only slightly more than two- 
fifths are malignant. About 45% of all benign 
tumors and 37% of all malignant tumors in the 
gastro-intestinal tract are located in the large 
bowel, whereas only about one-fourth of all be- 
nign tumors and less than 5% of all malignant 
tumors are located in the small intestines. Of all 
intestinal (small and large bowel) neoplasms 
slightly more than four-fifths are located in the 
large bowel and of the malignant tumors almost 
nine-tenths are in the large bowel. 


Sarcoma of the small intestine is about twice 
as frequent as sarcoma of the large bowel and 
occurs most commonly in males in the middle 
age group. Depending upon their histogenesis, 
the various forms of sarcomas of the small in- 
testine include lymphosarcoma, leiomyosarcoma, 
fibrosarcoma, and neurofibrosarcoma. Lympho- 
sarcomas comprise two-thirds of the cases and 
leiomyosarcomas about one-fourth. Lymphosar- 
coma is believed to originate in a simple lymph- 
oid follicle or in lymphoid tissue located in the 
submucosa and in the early stage is localized in 
this region as a soft friable mass. It grows by 
spreading along the tissue spaces and soon infil- 
trates the muscularis and other tissue layers of 
the bowel wall. The tendency to invasion and de- 
struction of surrounding structures is shown by 
the cylindrical or rigid tube-like character of 
the tumor growth. Ulceration is late and when 
it occurs it is characteristically exeavated. Ob- 
struction may occur as a result of stenosis, intra- 
luminal protrusion, or external compression of 
the tumor, intussusception or kinking, or by ad- 
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herence of coils of intestine. Metastasis occurs 
to the regional lymph nodes in the mesentery 
and especially to the liver. 


Tumors in the gastrointestinal tract are rare- 
ly non-epithelial in origin. The small percentage 
which are found arising primarily from meso- 
dermal tissue are the so-called spindle cell tu- 
mors. Because of the difficulty in histological 
classification of many of these lesions, Palazzo 
and Shulz use the general terms benign and 
malignant spindle cell tumor. Spindle cell tu- 
mors of the gastrointestinal tract were found in 
0.67% of 12,000 necropsy protocols and in 1.2% 
of 5315 surgical records at the Massachusetts 
General Hospital. Of the total of 140 spindle 
cell tumors, 9% were located in the esophagus, 
65% in the stomach, 17% in the small intestine, 
and 9% in the large intestine. These tumors 
accounted for 2.3% of all tumors surgically re- 
moved from the esophagus in the past 16 years, 
5% of those in the stomach, 7% of those in the 
small bowel, and 0.2% of those in the large 
bowel. The incidence of malignancy of these 
spindle cell tumors was: esophagus 33%, stom- 
ach 36%, small intestine 77% and large intes- 
tine 86%. Very few cures have resulted from 
surgery. 

Roentgenologie recognition of spindle cell tu- 
mors as such has not proved to be satisfactory 
in the small or large intestine and only par- 
tially so in the esophagus and stomach. In none 
of the seven spindle cell tumors of the colon re- 
ported was the nature of the lesion recognized 
roentgenologically. The lesion was most fre- 
quently mistaken for careinoma. 


Due probably to the difference in origin and 
function of the proximal and distal halves of the 
colon—the proximal half up to the mid-portion 
of the transverse colon being derived from the 
mid-gut, and the distal half from the hind gut— 
the proximal half is more closely allied to the 
small bowel, and lesions involving it are more 
similar to lesions occurring in the small intestine. 


Frequently, examination of the colon twenty- 
four hours after a barium enema, will show the 
proximal half of the bowel contracted, and the 
distal half dilated or vice versa. Occasionally, 
instead of the above, a contraction ring is found 
just distal to the hepatic flexure. The point in 
the colon where such changes in diameter and 
function occur is remarkably constant in location 
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and is situated in the proximal third of the 
transverse colon. 


In 1902 Cannon first described a contraction 
ring in the transverse colon of the cat which 
divides the large bowel into two partitions. 
Later, investigators found a similar contraction 
ring in man and observed different functions on 
both sides of it. This is the point where a change 
in innervation and blood supply to the colon 
occurs, changing from the vagus and superior 
splanchnic sympathetic nerves and superior 
mesenteric artery supplying the proximal por- 
tion to the pelvic portions of the parasympa- 
thetic and inferior splanchnic sympathetic 
nerves and inferior mesenteric artery supplying 
the distal portion. 


As further evidence of the difference in origin 
of the right and left large bowel, it is interest- 
ing to note how frequently ulcerative colitis in- 
volves the bowel only distal to Cannon's point, 
while tuberculosis, classically is limited to the 
proximal partition of the colon. 


Sarcoma, although rare in the colon, is limit- 
ed nearly entirely to the proximal half, and 
lymphosarcoma is by far the most frequent type, 
assuming characteristics similar to that in the 
small intestine. 

Carcinoma involving the right half, particu- 
larly the cecum, is likely to be fungating, the 
so-called colloid with considerable 
mucus production, whereas those in the distal 
half are more often of the scirrhous type. How- 
ever, the scirrhous type does not tend to simu- 
late the extensive tube-like invasion of sarcoma, 
but is more localized. 


carcinoma, 


The symptoms of malignant lesions of the 
colon vary considerably according to the loca- 
tion of the lesion due largely to the fact that 
the contents of the right half of the colon are 
liquid, so obstructive phenomena are usually late. 

In contrast to the nearly hopeless state of 
sarcoma of the stomach, with its survival rate 
of only 2% as brought out in the discussion two 
weeks ago, it is interesting to note that there 
are few places in the body where surgical ex- 
tirpation of carcinoma offers such good results 
as in the large bowel. In a series of 4561 col- 
lected cases, 58.5% were operable. 75% of the 
right-sided - lesions, 80% of transverse colon 
lesions, 63% of splenic flexure and descending 
colon lesions, 30% of sigmoid lesions were oper- 
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able. Of 3911 reported resections for carcinoma 
of the colon, 30.7% had five-year cures—metas- 
tasis is’ relatively late. 

I am unable to differentiate with any degree 
of certainty or reason between several conditions 
which might be the cause of this young man’s 
trouble. Based upon the results of x-ray exam- 
ination of the colon, a constricting lesion of the 
ascending colon in the region of the hepatie flex- 
ure was present. It seems improbable that a 
malignant tumor could have been present for 
twenty months or more without more effect 
upon his general health but on the other hand, 
the early diarrhea may not have been related 
to the lesion found in the colon, although I 
doubt this. 

My diagnoses in an arbitrary order arrived 
at by setting down a list of possibilities and then 
repeatedly changing their order of sequence are: 


1. Segmental ulcerative colitis. 

2. Hyperplastic tuberculosis of the colon. 

3. Amebie colitis. 

4. Lympho-sarcoma of the colon. 

5. Spindle cell tumor of the ascending colon. 
And least probable of all— 
hepatic the 


6. Carcinoma of flexure of 


colon. 


Leslie B. Smith, M. D.: 


This 23-year-old male had had five attacks of 
diarrhea in a period of twenty months. :He had 
intermittent crampy generalized abdominal pains 
preceding, during, and after these attacks. The 
cramps were more marked in the right lower 
quadrant and the diarrhea would last four to 
He 


seven days, with ten or more stools daily. 
had not had chills, fever, nausea, vomiting, night 
sweats, loss of appetite or change in weight, or 
other symptoms. 

Less than ten months before this admission a 
barium enema showed a constricting lesion of 
the right colon. Roentgenograms of the chest, 
sputum and gastric washing for tubercle B, and 
a tuberculin test were a!l negative. 

The physical examination was negative except 
for an undefined mass in the right side. He was 
not anemic but there was a slight elevation of 
the white blood count. The stool gave a four 
plus guaiae test (no mention was made of the 
type of diet). In spite of the fact that the proto- 
col states that he was admitted because of rectal 
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bleeding (which to me means bleeding from the 
rectum and not through the rectum) a procto- 
seopic examination was negative. Hence the 
blood must have come from above the rectum. 


A barium enema showed a markedly constrict- 
ed ascending colon, narrowed for ten ems., and 
the cecum did not feel easily. The wall was ir- 
regular but without any change in the mucosal 
pattern except for shelf formation and small 
ulcerations. 


In summary then, we have a young white male 
who has had intestinal diarrhea with abdominal 
cramps for twenty months, the roentgenograms 
showing a consericted lesion involving the as- 
eending colon. There were no other symptoms 
except the passage of a small amount of bright 
red blood through the rectum the day before this 
admission. We are told that all studies for tu- 
bereculosis were negative ten months before this 
study. 

There are several tests which must have been 
done, the results of which were probably omitted 
from the protocol, namely : 

1. The roentgenographie findings in the small 

intestine. 

2. The result of a stool examination. 

3. The differential blood count. 

In considering this lesion the possibilities may 
be broadly classified as, 1. Tumors: a. benign, or 
b, malignant; 2. Extrensic; 3. Inflammatory ; 
4. Crytogenic. 

Malignant tumors of the colon include ecar- 
cinoma, sarcoma, and malignant melanoma, 
which constitute about eleven per cent of the 
deaths from cancer. Of these ninety-five per 
cent are adenocarcinomas which produce dis- 
tortion of the mucosal pattern and the other 
two are quite uncommon. The lymphomas of the 
bowel constitute about thirteen per cent of all 
the lymphomas; these are large, nodular, and ir- 
regular, producing cuff-like infiltration or poly- 
poid protruding into the lumen, and ulcerations 
are uncommon. Melanomas protrude into the 
lumen. I believe that malignant tumors of the 
colon can be excluded in this case because of, 


first, the age of the patient (23) — 85-90% of 


malignant tumors oceur in persons over 40; and 
60% between 50 and 70 years of age ; second, the 
lack of disturbance of the mucosal pattern of the 
bowel third, the slowness of progression of the 
lesion. We are led to believe that there was very 
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little change in the lesion during ten months; 
and fourth, because of the lack of constitutional 
manifestation, especially anemia, weight loss, 
and evidences of metastasis. The symptomatol- 
ogy of cancer of the colon is not characteristic, 
hence it is of little value in’ the differential 
diagnosis of lesions of the colon. 


The benign tumors, adenomas, lipomas, myoma, 
fibromyoma, angeoma, lymphnoma neurofibro- 
ma, and teratoma, are excluded because of their 
extreme rarity without producing polypoid le- 
sions. 

There are many classifications given to cover 
the inflammatory lesions of the colon, varying 
mixtures based on etiology and, pathological 
changes, and their location. None of them are 
very clear or satisfactory. 

There is considerable confusion as to the role 
of the streptococcus in the production of lesions 
of the colon and its etiological status is not gen- 
erally agreed upon. There is no history of bacil- 
lary dysentery or its manifestations, hense the 
late results of such a disease is most unlikely. I 
do not believe that we are dealing with an al- 
lergic individual because there are no findings 
or history of it given. 

The chronic granulomas of the colon which 
exclude the rectum are to be seriously considered. 
These may be subdivided into, 1. Specific, such 
as those due to the tuberculosis bacillus, enta- 
moeba hystolytica, spiochaeta pallidium, blasto- 
mycosis, lymphopathia venereum, and actinomy- 
eosis. Tuberculosis of the lungs has been ex- 
cluded by two studies, by negative roentgeno- 
grams of the chest, negative sputum and gastric 
washing and a negative tuberculin test. Tuber- 
culosis causes changes in the mucosal patterns 
which are absent in this case, and Boccus states 
that in the United States primary tuberculosis 
entero-colitis is so rare in adults that it needs 
little consideration. Therefore, not being of a 
mind to make a diagnosis which can not be in 
the least substantiated, I will discard tuberecu- 
losis. 


Chronie amoebic granuloma is more difficult 
to exclude, especially when they are so kind as 
to omit any data regarding the findings in the 
feces. It is most common in the rectum and the 
cecum, and a tumor may be palpable. Boccus 
states that the roentgen examination cannot be 
expected to make the differential diagnosis and 
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in some instances only a microscopic examina- 
tion of the removed tissue can establish the di- 
agnosis. 

Blastomycosis is. very rare and also usually 
attacks the lungs and skin. 

Actinomycosis may be manifest any place in 
the intestinal tract but is usually evident in the 
ascending colon and the cecum. It usually pro- 
duces constitutional symptoms and forms mul- 
tiple symptoms with sinus tracts—all of which 
are absent in this case. 

Diverticulae are the most common cause of 
chronic granulocatous changes in the bowel 
with constricting lesions, but they are absent in 
this case. 

Lymphopathia venereum is dismissed because 
of the lack of involvement of the rectum. 

Although ulcerative colitis usually begins in 
the rectum and in 45% of the cases it exists only 
in the rectosigmoid area but may gradually ex- 
tend to the more proximal portion of the bowel, 
in 95% of the cases (Boceus). More and more 
cases are now being reported which involve only 
isolated segments of the colon. These are called 
regional or segmental types of ulcerative colitis 
(Barbosa, Bargen and Dixon-Mayo Clinic), and 
constitute four per cent of the cases at the Mayo 
Clinic. It is more frequent in the right half of 
the colon and has been termed ‘‘right sided 
colitis,’’ and extended into the terminal ileum 
in 18% of their cases. The patient may be in 
good physical condition, as is true of the case 
under and the symptoms consist 
mainly of adbominal cramps, occasional loose 
stools and occasional blood, or the symptoms 
may be more acute, with fever, toxemia, but the 
diarrhea is rarely severe. The roentgenologic ap- 
pearance consists of narrowing, hyperirritabil- 
ity, shortening, or loss of haustrations, with a 


diseussion, 


normal appearance of the rectal mucosa—in this 
case small ulcerations are described. 

Terminal regional ileitis, or nonspecific entero- 
colitis, originally deseribed by Cronn, 1932, as 
involving only the terminal ilium since has been 
recognized by him and others as possibly involv- 
ing any portion of the bowel, except the duo- 
denum, including the colon. It affects young 
individuals most frequently following ado- 
lescence, as is true in the case today. The dis- 
ease progresses to form marked narrowing of 
the bowel, varying degrees of mucosal ulcera- 





50 ARIZONA 


tion, and the most constricted areas lack any 
semblance of the normal pattern. 

About the only real differential diagnostic 
feature between nonspecific enterocolitis and 
ulcerative colitis is the absence of lesions in the 
rectum and sigmoid in the former, but even this 


rule may fail. Probably the most important 
point of differentiation is the dilatation of the 
ilium in ulcerative colitis as contrasted to the 
constriction present in enterocolitis. Pathologi- 
cally the two disease do not differ in the colon. 

It is indeed most distressing that we have not 
been given any data as to the condition of the 
terminal ileum except that 10 months before gas- 
trointestinal roentgenologic studies are report- 
ed as normal. However, early in terminal ileitis 
the lesion may be missed by roentgenoscopic ex- 
aminations. 

Last to be considered are the extrensic lesions 
which may give rise to constrictive lesions of the 
colon. The most common in this group would be 
ruptured appendicitis in which the abscess ex- 
tends up along the cecum, giving rise to a chronic 
granulomatose thickening of the wall of the 
colon. There is no history of an acute febrile 
course which usually precedes such a lesion or 
other evidence of a previous abscess formation. 
By the same token, a ruptured ulcer would be 
unlikely, as would be extension of a supperative 
process from any of the other viscera. However, 
ruptured appendicitis is known for its atypical 
course and cannot be definitely eliminated. 

Lesions of the kidney may encroach on the as- 
cending colon, but we can discard this because 
the pye!ogram was normal. 

My diagnosis of this ease is, segmental ulcera- 
tive colitis (regional colitis), or 
(right sided colitis, ete.) since these two condi- 
tions cannot be distinguished in the absence of 


ileo colitis, 


a description of the ileum. 


DIFFERENTIAL DIAGNOSIS 


Dr. Charles G. Mixter: I think that, at once, 
one comes to the conclusion from the history of 
erampy, generalized, abdominal pain, the change 
in his bowel function, the blood by rectum, and 
the presence of a probable mass in the right 
side of the abdomen, as well as the x-ray find- 
ings, that we are dealing with a gastrointestinal 
lesion probably of the large intestine, but pos- 
sibly of the small intestine. 
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May we see the x-ray films? 

Dr. Laurence L. Robbins: This is the lesion, 
approximately 8 em. in length, in the ascending 
colon extending nearly to the hepatic flexure. 
The lumen appears to be narrowed to about 2 
or 3 mm. in diameter—perhaps 5 mm. at its 
widest portion. I do not believe that one can be 
absolutely sure of ulceration, but certainly the 
possibility is suggested. One thing that does ap- 
pear to me more significant than is expressed 
in the report is that the margins are not typi- 
cally ‘‘shelf-like’’ and seem to change the least 
bit in the various films. There is absence of the 
normal mucosal pattern. The chest is negative. 

Dr. Mixter: That does not correspond with 
the usual spool-like type that one would associ- 
ate with cancer of an obstructive nature. 

Dr: Robbins: Not typically. 

Dr. Mixter: From these findings we can rule 
out the other systems, and limit our considera- 
tion to the intestinal tract. 

As I read this over, there came to mind, of 
course, the different 
readily with three of the factors here—namely, 
the probable mass, the presence of blood, substan- 
tiated by one episode of bright-red bleeding and 
the 4+ guaiae test and the x-ray findings. I 
can remember years ago as an intern here, when 


lesions that I associate 


Dr. Maurice Richardson would see a case with 
an obscure diagnosis, he would always say, 
‘*Well, I will take the appendix against the 
field.’’ One always does have to consider the 
possibility of chronie appendiceal abscess, but 
I think we can rule it out on account of. the 
duration of the story, the lack of emaciation, the 
lack of fever and the lack of the typical onset 
with the attack, and perhaps the presence of 
diarrhea. 


Actinomyecosis perhaps would come to mind 
from the presence of a mass, but again, if the 
story is as long as the protocol tells us, one 
would expect the patient to have a frank abscess 
by this time. Furthermore, in my experience, 
blood is not a feature in dealing with actinomy 
cosis of the cecum. 


Sarcomatous lesions, of course, are more fre 
quent in the small than in the large bowel, and 
the pressure defect is lateral in type, not th 
annular type that these x-ray films suggest 
The patient could have had bleeding from ul 
ceration, but he was in good physical condition 
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had a surprisingly good red-cell count, and his 
white-cell count was only slightly elevated. I 
think that we can rule out sarcomatous lesions, 
particularly the lymphoblastic group. 


Occasionally one sees a rare case of simple ul- 
ceration of the colon. We have had two or three 
such eases in our clinie at the Beth Israel Hos- 
pital. They are generally seen in the older age 
group, patients who are around fifty or more, 
and are characterized by bleeding, and by the 
presence of an ulcer, generally of good size, 
picked up by x-ray examination. What the eti- 
ology is, I do not know. We have not seen them 
in the perforated stage. Here we find a definite- 
ly long, tubular, constriction lesion, so we can 
rule out simple ulceration of the colon. 

Diverticulitis, of course, will cause a constric- 
tion and a mass. Diverticulitis is a disease of the 
old-age group. It is usually, however, not char- 
acterized by bleeding. It is almost invariably 
multiple, and it is much more prone to involve 
the left colon than the right. The chances are, 
from all these facts, that we can discard that as 
a possibility. 

Tleocecal tuberculosis is a possibility. Here, 
in the East, where the majority of milk is pas- 
teurized, the surgical tuberculous lesions of 
childhood are rare. They have disappeared re- 
markably in the last thirty years or so. Another 
large entity that was frequently placed in the 
group of ileocecal tuberculosis has been removed 
from that category by the recognition of region- 
al enteritis ,or terminal ileitis. [leocecal tuber- 
culosis, however unquestionably oceurs. Some- 
times tubercle bacilli can be picked up in the 
stools. In the last case that I personally en- 
countered, there was marked involvement of 
the appendix, which resembled a good-sized yel- 
low banana. That patient had tubercle bacilli 
that were readily identified in the stool. Usual- 
ly, of course, there are accompanying signs— 
evidence of caleareous nodes elsewhere in the 
abdomen or signs in the chest. It is frequently 
accompanied by quite severe bleeding and usual- 
ly by tenesmus. This man was in good physical 
condition and had no anemia, and I should say 
that his general condition did not fit the picture 
of ileoceeal tuberculosis. 

The patient was twenty-three years old, and 
because of that, at first glance, one rules out 
eancer of the ascending colon. Of course, that 
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does not always hold. We have had four or five 
cases of intestinal neoplasm in the twenty-year- 
old group. One boy that we had a couple of 
years ago came in with a mass and had a distinet 
family history of carcinoma, and his father had 
died less than five years before of carcinoma of 
the rectum. He had carcinoma of the rectum 
and a diffuse polyposis. At the time of excision 
we did an abdominoperineal resection and took 
out the greater part of the sigmoid as well. It 
showed four degenerative polyps that were defi- 
nitely carcinomatous. Later we resected the 
whole colon. Nevertheless, he died of his disease 
within some three years. So we cannot rule out 
carcinoma simply on the age. What does he not 
show that he ought to have to fit the diagnosis 
of carcinoma? In the first place I think that it 
is unusual for a carcinoma of the colon to be 
8 em. long. I do not know what the radiographic 
interpretation would be, Dr. Robbins, but would 
you not say that that was a long lesion for car- 
cinoma? 

Dr. Robbins: I think that is true anywhere 
except in the ascending colon, where some of 
the lesions are extensive. I have seen carcinoma- 
tous lesions much longer than 8 em. 


Dr. Mixter: Of course a carcinoma of the as- 
cending colon is usually a lateral-wall lesion that 
tends to bleed readily and is the cause of marked 
anemia. A lesion that is associated more truly 
with the hepatie flexure is annular, and our 
experience has been that a carcinoma as long as 
this is out of the ordinary. Certainly I believe 
that that type of growth is not characteristic 
of what I should expect with a true annular 
lesion of the colon. As Dr. Robbins says, it can- 
not be ruled out, but it would be a little unusual 
for a patient to have a cancer of that size that 
had been going on one year and eight months. 
I should not expect him to have a red-cell count 
of 5,700,000 with 86 per cent hemoglobin. Fur- 
thermore, there was no evidence of malnutrition 
or cachexia. I think that it is very unlikely that 
we are dealing with a carcinoma. 


It boils down then to other lesions that we 
should have in mind. The first is ulcerative coli- 
tis, and the second is perhaps its first cousin- 
regional enteritis. Where the dividing line comes 
is hard to say. It is anybody’s guess. The etiol- 
ogy of both diseases is unknown, and they cer- 
tainly merge one into the other. With ulcerative 





52 


colitis there may a backwash infection into the 
terminal ileum, and we know certainly that re- 
gional enteritis may involve the colon—that is, 
involvement of the ascending colon or skip or 
contact areas in the sigmoid. It is true that in 
regional ileitis the frank exhibiton of blood is 
fairly rare, but we have had a definite small 
group of such cases in our series, and the pres- 
ence of blood does not, by any means, rule it out. 
The story is a bit suggestive of regional enter- 
itis. The chronicity, the changes in bowel habit, 
with diarrhea and intermittent, generalized, 
crampy pain, and the presence of a mass all fit 
in with the later stages of the disease. 


Before I touch on regional enteritis any fur- 
ther I should like to say that we recognize ul- 
cerative colitis as a disease commonly encoun- 
tered in the left and not’the right colon. Appar- 
ently it is prone to start on the left side, and is 
usually picked up by proctoscopie or sigmoido- 
scopic examination. Here we have the evidence 
of a normal proctoscopie examination of the rec- 
tum, and I judge that the anal canal was also 
normal. In other words, we cannot explain the 
bleeding on the basis of a hemorrhoidal gush. 
Certainly, we cannot explain it by an ulcera- 
tion of the rectum or of the lower sigmoid. 
Frank bleeding is not particularly uncommon in 
ulcerative colitis, but the lesion is rare on the 
right side—perhaps 10 per cent or less originate 
in the right colon. It is also rare to get an iso- 
lated lesion such as this with only slight evidence 
of involvement in the rest of the right colon, but 
it would be extremely difficult to rule out com- 
pletely that diagnosis. I recall a case that I 
had only three or four months ago—a woman in 
the early thirties who had a diagnosis made by 
x-ray of splenic-flexure obstruction probably 
due to carcinoma. At operation she had a mass 
that clinically suggested carcinoma, involved the 
perirenal capsule, and was firmly adherent to 
the left kidney. On pathological examination 
it was proved to be a localized area of ulcerative 
colitis. The thing that gave the show away, so 
to speak, clinically was the fact that when the 
resection was done I inspected the descending 
colon and saw ulcers in the descending colon 
that were not visible by sigmoidoscopic exam- 
ination. How far they extended I do not know, 
but certainly, to the limit of the specimen—10 
to 12 em.—ulcers were still present. Thus there 
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may be isolated areas of inflammatory reaction 
that simulate carcinoma but that are essentially 
a localized lesion. Therefore, it would be ex- 
tremely difficult, to my mind, to rule that di- 
agnosis out. 


I believe that this patient had regional enter- 
itis. We recognize four clinical stages of the 
disease. The first is one of intra-abdominal irri- 
tation or inflammation. The second stage, one 
of ulceration, in which the ulcers tend to be laid 
down along the mesenteric border, is accom- 
panied by diarrhea, often mucus and occasion- 
ally blood, and simulates in its symptomatology 
an ulcerative colitis. The third stage, that of 
obstruction, corresponds to the type of disease 
presented by this patient but which usually, of 
course, originates in the terminal ileum. It may, 
however, be low in the large bowel. We have 
had several cases limited to the large bowel, in 
which pseudopolyposis of the mucosa and ob- 
structive symptoms became definitely manifest. 
The fourth stage is that of fistula and abscess 
formation. The disease, of course, is prone to 
fistula formation. Our statistics show that well 
over one-third of our patients have fistula or 
abseess. The sinus frequently forms in previous 
laparotomy wounds, often in the incision of an 
appendectomy, which has not cured the disease. 
It may frequently pass blindly into the mesen- 
tery and form an abscess. It may pass to the 
cecum, or it may adhere and form a fistula to 
the sigmoid or into the bladder. We have had 
several cases in which a fistula formed in the 
perineum or by passing out the sacrosciatic 
notch and pointing behind the trochanter of 
the femur on either side. One patient several 
years ago came in with five different fistulas, 
including one in the groin and one in the gluteal 
region. 


My diagnosis is regional enteritis, with prob- 


able involvement of the terminal ileum, al- 
though there is no good evidence to substantiate 
the latter, except that, on the law of chances, 
this might have been a spill-over from a terminal 
ileum infection that had progressed and local 
ized in the ascending colon. It may have been 
ulcerative colitis, but my first choice is regiona! 
enteritis. 
CLINICAL DIAGNOSIS 
Carcinoma of right colon? 
Inflammatory obstruction of right colon? 
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DR. MIXTER’S DIAGNOSIS 

Regional enteritis of colon. 

Terminal ileitis. 

ANATOMICAL DIAGNOSIS 

Regional enteritis of ascending colon. 

PATHOLOGICAL DISCUSSION 

Dr. Benjamin Castleman: The specimen we 
received was a large resection of the right colon 
and the terminal ileum. About 7 em. from the 
ileocecal valve the ascending colon, for a dis- 
tance of 7 cm., was markedly narrowed and 
thickened. The mucosal surface was irregular, 
and there were numerous shallow ulcers with 
a few mucosal pseudopolyps. Grossly this lesion 
could be either ulcerative colitis or regional en- 
teritis. 

I personally believe that these two diseases 
are first cousins, as Dr. Mixter suggested. When 
regional enteritis involves the colon it should 
look like an ulcerative colitis grossly. Since the 
small bowel is thinner and more mobile, one does 
not expect it to respond to an inflammatory 
reaction in the same way that the colon does. In 
the cases of regional enteritis involving the 
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colon that we have seen the colonic lesion in the 
gross looks like ulcerative colitis, so I do not 
believe that one can tell on gross inspection 
which disease it is. 

Microscopie sections showed a subacute and 
ehronie process with a cellular infiltration of 
eosinophils, polymorphonuclears, lymphocytes 
and mononuclears—findings seen both in ulcer- 
ative colitis and in regional enteritis. The only 
possible differential clue that the morphologist 
has is to find tubercle-like lesions with giant cells 
in the mucosa or wall of the bowel; these are 
found in about half the cases of regional enter- 
itis and are almost never found in ulcerative 
colitis, although we have seen them in two cases 
of diffuse ulcerative colitis. This case did show 
a few tubercle-like lesions with giant cells, so 
that I am more inclined to believe that the lesion 
was regional enteritis of the colon rather than 
right-sided isolated ulcerative colitis. It certain- 
ly was not tuberculosis. 

Dr. Mixter: Were there lesions in the terminal 
segment of ileum? 

Dr. Castleman: No. 
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REPORT OF THE DELEGATE 


House of Delegates, American Medical 
Association 


San Francisco, Calif., June 26-30, 1950 

The House of Delegates convened at 10:00 
A.M. in the Palace Hotel June 26. Thereafter, 
sessions were required each day through Thurs- 
day, June 29. An enormous volume of business 
was presented to the House, including several 
lengthy reports from the Board of Trustees and 
its several Committees, the various Councils and 
House special Committees, and from the Dele- 
gates of many States, Scientifie Sections, and 
Government Agencies. 

On Tuesday evening, during a session of the 
House, and before a large assembly of doctors 
and their wives, the incoming President of the 
A. M. A., Dr. Elmer L. Henderson, Louisville, 
Ky., presented his inaugural address, which was 
broadeast nationwide to every community in 
this nation over two national radio hook-ups. 
Excerpts from this dignified, yet forceful mes- 


sage appear in the July issue of Arizona Medi- 
cine. 

During the final meeting of the House on 
Thursday afternoon, Dr. John W. Cline, San 
Francisco, was elected, without an opposing 
eandidate, to the office of President-Elect of the 
A. M. A., while Dr. R. B. Robins, Camden, Ark., 
was named Vice President. Dr. J. J. Moore and 
Dr. George F. Lull, Chicago, were retained as 
Treasurer and Secretary respectively. Dr. F. 
I’. Borzell, Philadelphia, succeeded himself as 
Speaker of the House, and there were no oppos- 
ing candidates against Dr. J. R. Reuling of New 
York for Vice-Speaker. As a new member of 
the Board of Trustees, Dr. L. W. Larson, Bis- 
mark, N. Dak., received the majority vote over 
Dr. Bradford J. Murphy of Denver, to sueceed 
Dr. J. H. Fitzgibbon, Portland. From the east- 
ern section, Dr. Thomas P. Murdock was elect- 
ed to succeed Dr. J. R. Miller, of Hartford, 
Conn. 

Your Delegate was re-elected by the House to 
succeed himself for another three-year term as a 
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member of the Council on Medical Service. New 
York was chosen for the meeting place in 1953. 

To recount the high lights of the addresses of 
the President of the A.M.A., its President-Elect, 
the Speaker of the House, and the voluminous 
reports of the Board of Trustees, as well as the 
various Councils and Committees, would com- 
pletely fill our Journal from cover to cover, and 
no attempt will be made to do that in this report. 
These are all printed in full, and should be read 
by every member of the Association, in the Jour- 
nal of the A.M.A., issues July 15 and 22. 

However, a review of some of the important 
measures acted upon and adopted is in order, 
and an attempt will be made to brief them in 
part. 

Much interest centered upon the contents of 
the ‘‘ Hess Report,’’ so called because Dr. Elmer 
Hess, Erie, Pa., a Delegate from Pennsylvania, 
and member of the Council on Medical Service, 
has been the Chairman of a Special Committee 
of the House, known as The Committee on Hos- 
pitals and the Practice of Medicine. Emphasis 
upon this report will be given in this review, so 
that physicians in general, and pathologists, an- 
esthesiologists, radiologists, and physiotherapists 
in particular, as well as all hospitals, will under- 
stand more fully the implications embodied in 
the final draft, and adopted, with some suggest- 
ed changes by the Reference Committee which 
brought it before the House for final accept- 
ance. After the report was finally adopted by 
the House, a motion was made and passed that 
one year be extended to the hospitals and the 
physicians in the specialty groups involved, to 
adjust all differences to the mutual satisfaction 
of both sides, before any action be taken to en- 
force the provisions of this ‘‘ Hess Report.”’ 


The ‘‘Hess Report’’ emphasizes the following 
principles which guided its recommendations. 
(a) As a matter of law, the corporate practice 
of medicine is illegal in most states, especially 
when a corporation hires a professional man and 
sells his services to the public for a profit to 
that corporation. Fee splitting with a corpora- 
tion is just as unethical as fee splitting with 
another physician. 


(b) The physician must be guided, not only 
by the laws of the various states, but, in his re- 
lationship with hospitals, when employed, he 
finds that the Principles of Medical Ethies of 


-- 
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the A.M.A. provide a distinct bearing upon his 
arrangements. These principles are found in 
the ‘‘Code’’ under the following Chapters and 
Sections, and Titles, Chapter 1, Sec. 3, ‘‘Groups 
and Clinies’’; Chapter III, Article VI, See. 2, 
‘*Conditions of Medical Practice’’; Chapter III, 
Article VI, Section 2, ‘‘Contract Practice’’, and 
Chapter III, Article VI, Section 6, ** Purveyal 
of Medical Service.’’ This last named Chapter, 
Section and Article should be quoted because of 
its vast importance to the subjects under discus- 
sion in the ‘‘Hess Report,’’ to-wit: ‘‘A physi- 
cian should not dispose of his professional attain- 
ments or services to any hospital, lay body, or- 


ganization, group or individual, by whatever 
name called, or however organized, under terms 
or conditions which permit exploitation of the 
services of the physician for the financial profit 


of the agency concerned. Such a procedure is 
beneath the dignity of professional practice and 
is harmful alike to the profession of medicine 
and the welfare of the people.’ 

(ec) 
Hospitals, Radiologists, 
Pathologists, adopted after approval of the vari- 


The Principles of Relationships between 
Anesthesiologists and 
ous professional agencies concerned, in 1946, 
emphasized that the principle obtigation of both 
hospitals and physicians is to serve the best in- 
terests of the patient. The Principles also recog- 
nized the basic fact that all of the various ques- 
tions involved, both legal and ethical, must be 
considered, in the first 
level, because of the various differences which 


instance, at the loeal 


of necessity exist in many sections of the coun- 
try. 

(d) Loeal conditions, therefore, must decide 
the various arrangements and conditions of pro- 
fessional practice in reference to both hospital 
facilities and the medical personnel and their 
relationships. 

(e) One of the factors that have aggravated 
physician-hospital relationships is the inclusion 
of medical services, in contrast to purely hospital 
services, in the contracts of many of the volun- 
tary hospital service plans. Many plans go far 
beyond pure hospital service, such as room ac- 
commodations, board, operating room, medi- 
cines, surgical dressings and nursing care, and 
include various types of purely medical services, 
such as those performed by physicians in the 
scientific departments. The House of Delegates 
have re-iterated on several occasions in the past 
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the fact that radiology, pathology, anesthesiol- 
ogy, and psychiatry constitute the practice of 
medicine. 

(£) A method to eliminate the above stated 
paradoxical situation is suggested. In the future, 
the Blue Cross Commissions and Blue Shield 
Commissions should cooperate to the extent of 
writing all new contracts in such a manner that 
Blue Shield will cover insurable medical services, 
and Blue Cross will cover insurable hospital 
services. Private insurance carriers also should 
be requested to write their policies with this 
principle of separation of the two types of serv- 
ices in mind. 

(zg) The Committee believes that, since the 
physician and hospital are interdependent, it is 
incumbent on both to be interested in all phases 
of their scientific and financial relationships. 
Unfortunately, in many instances, the financial 
problems of the lay hospital management have 
been no affair of the staff, or of its professional 
executive committee. This is wrong, and prob- 
ably the cause of most of the differences of opin- 
ion between physicians and hospita! management. 

(h) Pathologists, anesthesiologists, radiolo- 
gists, and psychiatrists should have equal rights 
and privileges of active staff membership, with 
the same rights pertaining to members of the 
staff of other departments, and should be nom- 
inated and appointed in the same manner as are 
the chiefs of other major departments in the 
same hospital. 


(i) The revised Principles of Medical Ethies 
has been written with all these various factors 
in mind, and is broad enough to cover all pos- 
sible ethical physician-hospital relationships, 
while the Constitution and By-Laws of the 
A.M.A. cover methods of procedure for all per- 
sons who have a complaint, so that they may 
eventually approach the Judicial Council, whose 
function is specifically delineated. 

The Committee on Hospitals and the Practice 
of Medicine then went further and suggested the 
following in order to activate the report. 

(a) In event of controversy between physician 
and physician, or physician and hospital man- 
agement, on these problems, it is recommended 
that, since the local conditions must be taken 
into consideration, these problems be resolved 
insofar as possible at the local level, first at 
the staff-management level itself; if this fails, 
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assistance of the county medical society should 
be requested. Failing at this level, the problem 
should be submitted to a committee of the state 
medical association for review and recommenda- 
tion. Failure through these channels, the Con- 
stitution and By-Laws of the A.M.A. provides 
that ‘‘The Judicial Council may, at its discre- 
tion, investigate general professional conditions 
and all matters pertaining to the relations of 
physicians to one another and to the public and 
made such House of 
Delegates or to the constituent association as it 


recommendations to the 


deems necessary.”’ 

(b) To implement settlement of controversies, 
it is recommended that each component county 
and state or territorial medical association ap- 
point a Committee on Hospital and Professional 
Relations. 

(ce) Another approach to settlement of differ- 
ences of opinion is through the local and state 
hospital associations, and county and state medi- 
eal organizations could very well effect liaison 
with these groups in the settlement of prob!ems 
involving physician-hospital relationships. 

As a guide and to assist further the activation 
of the suggestions in the *‘ Hess Report,’’ addi- 
tional suggestions were provided for use of the 
various physicians, county and state associations, 
as: 

(1) That the costs of medical services ren- 
dered in hospitals be separated from the non- 
medical costs, and that these items appear sep- 
arately on the statement submitted to the patient. 

(2) Quoted previously, Section of Chapter 
III, Artic'e VI, of the Code of Ethies concerning 


exploitation of any physician for financia! gain 


by any agency, safeguard should likewise be 
developed to prevent any physician from exploit- 
ing any hospital or agency. Neither hospital 
nor physician rendering professional services 
should exploit the patient or each other. 

(3) 
purely hospital services, which are collected by 
the hospital should be established by joint action 
of a represéntative committee of the staff to in- 
elude the head of the departments, the admin's- 
trator and the governing body of the hospital. 


Fees for medical services, distinet from 


(4) The basis of financial arrangement be- 
tween hospital- and physician shall be salary, 
commission, fees, or such other method as will 
best meet the local situation, consonant with the 
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Principles of Medical Ethics and with due re- 
gard to the needs of the patient, the community, 
the hospital and the physician. 


In disposing of the report of the Committee 
on Hospitals and the Practice of Medicine, the 
Reference Committee handling this subject rec- 
ommended adoption with some minor changes 
and amendments detailed for more clarity, and 
also recommended that the supplemental report 
of this Committee should be referred to the Judi- 
cial Council for its information in establishing 


proper procedures by which these proposals shall 


to the greatest possible extent be accomplished. 


Other important measures adopted include 


the following: 


Report of the Board of Trustees. The refer- 
ence committee handling this report recommend- 
ed for adoption several items of interest, namely : 
1. Initiation and implementation of a program 
for the formation of a Student (or Junior) 
American Medical Association. 2. Adopted the 
report of the Committee on Displaced Physicians. 
3. Studies to be carried out in order to activate 
a resolution concerning the choice of 
Physicians for Federal Employees.’’ 4. Recom- 
mended continued and extensive additions to 
the expansion of the Washington Office of 
the A.M.A. 


The Reference Committee on Medical Eduea- 
tion agreed with the recommendation made by 
the Council on Medical Education and Hospitals 
pertaining to the Association of Internes and 
Medical Students wherein this group suffers a 
lack of good American type of leadership. The 
report as adopted concludes that the Council 
and the A.M.A. cannot lend its support to the 
activities of this Organization as presently con- 
stituted. The House agreed that there was need 
for an independent organization of medical stu- 
dents which will develop policies and activities 
that are acceptable to the majority of medical 
students, and that, if and when such an organi- 
zation is developed, it should have the active 
support and encouragement of the medical pro- 
fession. The House also adopted the recommend- 
ations of the Council Medical Edueation, 
through its Reference Committee, relative to 
the ‘‘Essentials of Approved Residencies and 
It adopted the resolutions rela- 


Free 


on 


Fellowships.’ 
tive to the establishment and operation of a 
Department of General Practice in Hospitals. 
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Likewise, it approved the suggestion that the 
Medical Edueation an 
crease in its Staff in order to stabilize and stand- 


Council on receive in- 
ardize the ever expanding program of graduate 
training in our hospitals in all special branches 
of medicine. The reference committee did not 
approve a resolution making it mandatory that 
a Specialty Board require all candidates in any 
specialty to have a certain required time in 
general practice. The House concurred in this 
suggestion, and 
which disapproved of the practice of certain 


adopted another resolution 
hospitals making specialty board ratings a re- 
quirement 
the Staff. 


for appointment or promotion to 


The Reference Committee on Section and See- 
tion Work recommended for adoption a resolu- 
tion which requests the Council on Scientific 
Assembly to consider the establishment of a 
Section on Military Medicine and Surgery in 
the A.M.A. The House also authorized the Coun- 
cil on Scientific Assembly to provide a mini- 
mum of one session of each general assembly, or 
other designated portion of the scientifie pro- 
gram to be devoted to the medical and health 
problems of our national defense and security, 
the program to be arranged with representatives 
of the military departments. 

The Reference Committee on Amendments to 
the Constitution and By-Laws recommended 
adoption of several suggestions by the Board of 
Trustees and other resolutions, as follows: 1. 
That the Speaker of the House appoint an in- 
terim Committee of the House of Delegates on 
Amendments to the Constitution and By-Laws 
for the purpose of studying and making recom- 
mendations regarding such matters as may be 
referred to it by the House. 2. That the amount 
of A.M.A. dues be determined by the House at 
each annual session, so that state associations 
may have ample time for preparation of state- 
ments to their constituents. 3. The Board of 
Trustees was given specific authority regarding 
remission of membership dues. 4. The By-Laws 
be amended so that Associate Fellows of the 
A.M.A. can participate in the 
right to vote or hold office. 
jected a resolution changing 
ing the seating of Delegates wherein each Dele- 


Assembly without 
5. The House re- 


its ruling regard- 


gate assumes office on January 1 each year fol- 
lowing his election. 6. Recommended that the 


By-Laws be changed to read as follows: ‘* Dues 
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to the A.M.A. shall include subscription to the 
Journal of the A.M.A., such subscription to be- 
gin January 1, 1951. 7. The suggestion of the 
Board of Trustees which would place ‘‘ Fellow- 
ship Dues’’ at two dollars in the future, instead 
of twelve dollars customarily in the past, was 
referred to the Interim Committee on 
Amendments to the Constitution and By-Laws 
for study and report at the Clinical Session in 
Cleveland in December. Any change in fellow- 
ship dues cannot be operative until January 1, 
1951 so that the House can act upon the sug- 
gestion before that time anyway. 8. Proposal 
was made to change the By-Laws regarding those 
who may register at any scientific session of 
the A.M.A. as: a—Member or Service Fellow. 
b—Active members. c—Associate, Affiliate or 
Honorary Fellows. d—Invited guests. e—Med- 
ical students of approved medical schools who 
are certified by their respective deans. f—In- 
terns and residents who are graduates of ap- 
proved medical schools .and who are certified by 
the superintendents of their respective hospitals. 


new 


In the field of Public Relations and Legisla- 
tion, several items were introduced, together 
with a discussion of a number of Bills, affecting 
health matters, which are before the Congress. 
Those of importance are: 


1. The Legislative Committee of the Board of 
Trustees was requested to review the situation 
with reference to tax exemption by physicians 
for the costs of postgraduate education, to the 
end of introduction of legislation if it deems wise 
and feasible. 


2. The House voted to oppose unqualifiedly, 
Reorganization Plan 27 for the same reasons that 
it opposed Reorganization Plan 1 last year. 


3. Senate Bill 522 (H. R. 5865). A bill so de- 
signed that it would place local health units in 
the country under substantially direct and com- 
plete control of the Surgeon General of the 
U. 8. P. H. S. The bill further defines public 
health services as ‘‘detection and diagnosis of 
chronic diseases, and such other services con- 
cerned with the maintenance, protection or im- 
provement of the public health as the Surgeon 
General, with approval of the annual confer- 
ence of the state health authorities may pre- 
seribe.’’ These agencies may also make, promul- 
gate, prescribe and administer regulations, ‘‘i 


in- 
sofar as practicable.’’ These regulations would 
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have the force of law, although not written into 
the law. The House adopted the recommenda- 
tion of the Reference Committee which felt that - 
this bill would create or extend a dangerous 
principle which has progressively become more 
common in recent years; one that would lead to 
irresponsible and autocratic powers being con- 
ferred on appointed officials who may be sub- 
ject to political pressure. The Committee fe't 
strongly that the basic services of departments 
of public health should be limited to the fields 
of vital statistics, public health education, en- 
vironmental sanitation, public health laboratory 
services, prevention of disease and control of 
communicable diseases such as diseases of chi!d- 
hood, venereal diseases and tuberculosis. 
their opinion that public health departments 
should not, under any circumstances or any guise 
whatever, enter into the field of diagnosis of 
disease, except for the aforementioned purposes, 
and in the case of indigents, where care is not 
available through private agencies, or non-indi- 
gents with venereal! diseases or tuberculosis when 
private care is not available. The House of Dele- 
gates consistently advocates improvement of pub- 
lie health services, reiterated that position at 
this time, but opposes H. R. 5865 in its present 
form. 


It was 


The House also reiterated its previous action 
by advocating all reasonable steps whereby sal- 
aries of public health services shall be paid sal- 
aries commensurate with the responsibilities of 
the positions. 


4. Senate Bill 1411 (School Health Services) 
was again opposed because Section C of the bill 
permitting of free. medical care of a!l school 
children up to the age of 18, regardless of ability 
to pay, is still retained in the bill as of this date. 


5. In December 1949, the House took action 
opposing Senate Bill 1453 and H. R. 5940, bills 
to subsidize Medical Schools through Federal 
grants in aid. This action was again reiterated 
at this session, together with the report of the 
Reference Committee which states in part, ‘‘The 
A.M.A. should continue to oppose legislation sub- 
sidizing medical education until and unless a 
method ean be designed which would make ulti- 
mate federal control of our medical schools im- 
possible. ’’ 


6. The Reference Committee also approved 
and commended Whitaker and Baxter, the Cor- 
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relating Committee for the Educational Cam- 
paign, the Legislative Committee which study 
and recommend action on all bills affecting 
health matters. It recommended that the Board 
f Trustees and Legislative Committee take ap- 
propriate action to expand and strengthen the 
Washington Office of the A.M.A. 


7. The House approved the suggestion of the 
Reference Committee that the Twelve Point Pro- 
gram of the A.M.A. needs augmenting and clar- 
ification in some respects, and that the Board of 
Trustees appoint a continuing committee whose 
function it will be to study and suggest appropri- 
ite changes in the policy which may be made ad- 
visable by altered circumstances. 


Under items presented by the Council on 
Emergency Medical Service two recommenda- 
tions were adopted by the House as follows: 
(a) A Resolution on Effective Civil Defense 
Program Planning, and (b) A Resolution assur- 
ing adequate medical service advice to the Na- 
tional Committee to function at the ‘‘Top Policy 
Level’’ of the Chairman of the National Seeur- 
ity Resources Board. 


In its report the Council on Emergency Medi- 
eal Service expressed appreciation for (1) the 
wisdom and foresight of the President of the 
United States in his appointment of the Chair- 
man of the National Security Resources Board. 
(2) The teaching of medical and radiological ef- 
feets of atomic warfare to physicians, toward a 
community level. Teachers are being taught 
through the efforts of the National Security Re- 
sources Board, and U. 8S. Atomic Energy Com- 
mission and the General Services Administration. 
(3) Commended the Secretary of Defense be- 
eause he has helped toward improvement of the 
efficiency and economy of uses made of medical 
personnel and facilities in the armed forces. 


A lengthy Resolution was introduced again in- 
to the House relative to the medical and hospital 
care of veterans with non-service connected disa- 
bilities. After long hearings and careful con- 
sideration of the resolution, the Reference Com- 
mittee believed that it would be impossible in the 
short time available to deal judiciously with this 
problem or to make specific recommendations. 
It recommended that a special committee be ap- 
pointed and activated without further delay, 
that this committee be instructed to confer with 
the several veterans’ organizations, hospital or- 
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ganizations, the Veterans’ Administration, and 
other interested groups, with the view toward 
formulating a program to care for veterans in 
this category, and that a report be submitted to 
the House at its next annual session. These sug- 
gestions were amended by the House and adopt- 
ed, so that the ‘‘matter will be referred to a 
committee of five members of the House ap- 
pointed by the Speaker to report at the next 
session of the House.’’ 


A Delegate from New Jersey presented a Res- 
olution of some length on a Twelve Point Pro- 
gram for the nation’s health. In this resolution 
New Jersey submitted a program designed to 
meet the challenge of socialized medicine, and 
would in effect substitute its ideas of a program 
for Point Number 3 of the A.M.A. Twelve Point 
Program. It represented a carefully thought- 
out concept of the whole situation of medical 
eare, and should be read by all physicians be- 
cause of its relative merits as printed on page 
1085, Journal of the A.M.A., July 22. However, 
the Reference Committee handling the Resolu- 
tion had this to say, ‘‘There is need for a plan, 
or plans, but whether such plans as are being 
studied or presented should apply nationally or 
locally is a matter of opinion now. A satisfac- 
tory solution of the problem has not yet been 
evolved, and although there are many sound 
principles in the New Jersey plan, there are 
also so many controversial issues in it that your 
committee cannot recommend the plan as pre- 
scribed.” The Reference Committee's report 
and recommendations were adopted. 


Respectfully submitted, 


JESSE D. HAMER, M. D., 
Delegate. 
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REPORT TO THE ARIZONA MEDICAL 
ASSOCIATION 


Public Health 

On invitation of J. P. Ward, M. D., M. P. H., 
Director of Public Health of the Arizona State 
Department of Health, your Executive Seecre- 
tary, on Tuesday, July 25, 1950, at 2 P. M. in 
the Chambers of the House of Representatives, 
Capitol Building, Phoenix, attended a preview 
of a new sound color film on public health en- 
titled: ‘SO MUCH FOR SO LITTLE.’’ This 
film, produced by Warner Bros. Studio in eo- 
operation with the United States Public Health 
Service, has already been awarded the Motion 
Picture Academy Award of 1950 for being the 
best educational film of the year. It is well 
conceived and depicts the possibilities of life 
from birth through the years of opportunity 
when protected against possible disease through 
the effort of a well-rounded public health serv- 
ice. 

A few interesting statistics indicated that out 
of a total of three million anticipated births per 
year 118,481 babies would be claimed by death 
through disease and pestilence. In Arizona 50 
babies out of every 1,000 births are claimed by 
death againgt a National average of 30. 

As regards funds appropriated for public 
health services in Arizona, only approximately 
14e per person is provided, a sum far below the 
National average of approximately 55c. 

KPHO - TV — Round Table Forum 

Over radio station KPHO - TV on Thursday 
evening, July 27, 1950, between 9 and 9:30 
o’clock, your Executive Secretary participated 
in a ‘‘Round Table’’ broadeast on Public Health 
Problems in Arizona arranged through the Ari- 
zona State Board of Health. Mrs. Spurling 
Saunders, President of the Arizona Congress of 
Parents and Teachers, Dr. Lad Mezera, State 
Director of the Division of Maternal and Child 
Health, and Frank R. Williams, State Director 
of Health Education, also participated in the 
diseussion. The serious health situation now ex- 
isting in this State which has placed Arizona far 
down on the list of National public health ratings 
was probed. I reported that the American Medi- 
eal Association and the Arizona Medical As- 
sociation have long recognized the need for 
adequate full-time health services and that 
it is considered essential for the well being and 
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health of the citizens of our State. Organiza- 
tion of full time health units by districts or 
within Counties of this State was expressed as 
a means to this end. These preventive health 
services contribute much and will go a long 
way to alleviate some of our serious health 
problems existing in Arizona such as infant 
mortality, tuberculosis, poor sanitation, cancer 


detection and the treatment of poliomyelitis. 


In the light of the grave situation threatening 
our Nation today, expansion of laboratory facili- 
ties within the State to cope with radiological 
and bacteriological warfare defense was consid- 
ered a must. It was pointed out that the Arizona 
Medical Association has from time to time urged 
the State Legislature to consider legislation to 
realize this objective. 

Respectfully submitted, 
Robert Carpenter, 
Executive Secretary. 





NOTICE 

Dr. Marcy L. Sussman wishes to correct a mis- 
understanding which apparently arose as the re- 
sult of the announcement recently of his appoint- 
ment as Clinical Professor of Radiology at U.S.C. 
This teaching appointment will require his at- 
tendance at the University not oftener than one 
day monthly. It will not interfere with his prac- 
tice in Phoenix. 
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Report on Meeting of the Arizona Chapter of the National 
Foundation for Infantile Paralysis 


On invitation of Dr. J. P. Ward, M.P.H.., 
Director of the Arizona State Board of Health, 
I attended a meeting requested by the Arizona 
Chapter of the National Foundation for Infan- 
tile Paralysis of those interested in formulating 
State plans for the care of polio during the 
coming season. It was held in the nurses class- 
room of St. Moniea’s Hospital, Phoenix, Ari- 
zona, at 10 A. M. July 7, 1950. 

Robert F. Bureaw, Regional Director, and 
Tom Lillico, State representative, both of the 
National Foundation, together with representa- 
tives of the State Departments of Health and 
Welfare, State Nurses Association, American 
Red Cross, State Hospital Association, Osteo- 
pathie Association and your Executive Secre- 
tary, representing the Medical Association, were 
in attendance. 

Dr. Ward presided and in ealling the meet- 
ing to order stated that if reported cases of polio 
are a criteria of the true prevalence of this dis- 
ease then it is increasing in prevalence every 
year. In 1949 more cases were reported in this 
State than ever before; and thus far in 1950 
more cases have been reported than for the 
comparable period in 1949. The purpose of this 
meeting is to prepare in advance for any emerg- 
ency in the hope it will not arise; thus being 
ready to cope with the problem if, as and when 
presented. 

Mr. Bureaw reported that throughout the 
Nation today there has been organized forty 
State Planning Committees on polio. Availabil- 
ity of nursing care and equipment, development 
of public educational programs, etc., are but a 
few of the activities engaged in by these Com- 
mittees. They operate on a year-round basis on 
both the State and local levels. 

In outlining present ‘‘liabilities’’ on the basis 
of past experiences, the following needs were 
emphasized : 

1. Improved reporting of all cases by the 
Medical Profession. 


2. The problem of financing transportation of 
patients from outlying districts to treatment cen- 
ters and in instances not alone for the patient, 
but also for the family. It was noted that a social 
problem frequently is involved, it being first 
necessary to obtain the consent of the parents 


for the release of the patient for transportation 
to the treatment center, and then, likewise pro- 
vide transportation of the family who insists 
upon being with the patient and resulting need 
for the development of housing facilities at the 
location of the treatment center during the 
period of hospitalization. 

3. Shortage of trained nursing care, particu- 
larly outside the treatment center areas which 
presently are located in Phoenix (St. Monica’s 
Hospital) and Tucson (Medical Center). 

4. Lack of adequate treatment centers for 
adults. 

During the course of discussion it was indi- 
cated ‘that medical care generally is adequate 
and convalescent care for children fairly well 
supplied. Respiration equipment is reasonably 
in good supply with emergency equipment loan 
agreements provided where such equipment is 
available in nearby areas. An up-to-date listing 
of all available equipment by County designation 
throughout the State is maintained in the offices 
of the State Foundation, most of which equip- 
ment, of course, is located within Maricopa 
County. These are some of the ‘‘assets’’ re- 
corded. - 

The need for an accurate listing of the names 
and addresses of all nurses trained in hot pack 
treatment care was indicated. Approximately 
thirty practical nurses have been so trained 
to date. 

A ‘Crippled Children’s Community Home and 
out-patient service is maintained with a fifty- 
bed capacity in Phoenix (Maricopa County) and 
a fifteen-bed capacity in Tucson (Pima County). 
As to the lack of adequacy of clinical services 
outside treatment centers, particularly in the 
far outlying districts, it was reported that 
where none exists children are retained in 
equipped treatment centers for longer periods. 

Suggestions for the development of home care 
services, possibly through the visiting nurses 
association, and training of registered nurses, 
and possibly nurses aids, in physical therapy 


‘were offered as a means to improved eare. It 


was stated that to date thirty-one registered 
nurses were already trained as physical ther- 
apists, the majority of which are institutiona! 
employees located in Phoenix and Tucson Hos 
pitals, two in Prescott and one in the southern 
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part of the State. St. Monica’s Hospital, in its 
nursing curricula, now includes special train- 
ing for the treatment of polio; likewise, this in- 
stitution has recognized the inadequacy of a 
convalescent program for adults and plans for 
improvement therein are now being considered. 

The State Nurses Association was asked to 
assume the responsibility of reporting to the 
Foundation, the of all 
nurses trained to administer polio treatment 
and particularly those available and trained for 


names and locations 
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service during the after-convalescent period of 
polio cases. The Foundation was requested to 
make a survey of all hospitals in the State who 
will accept polio cases and the number of beds 
available therefor; and the Medical Association 
was requested to circularize its membership and 
impress upon the physicians the importance of 
prompt reporting of ail polio cases. 

Respectfully submitted, 

ROBERT CARPENTER, 
Executive Secretary. 
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Attitudes of the public toward the medical 
profession and the hospitals—and, conversely, 
the attitudes of members of the medical profes- 
sion and hospital personnel toward the public, 
have been the subject of much discussion from 


the public platforms and in the publie prints in 
recent months. The following letter, therefore, 


seems pertinent. It was written recently by 
Charles E. Hauser, M. D., secretary of the Medi- 
eal Advisory Committee of the Hospital Care 
Corporation (Blue Cross Plan) of Cincinnati, 
O., to those who render medical service to Blue 
Cross and Blue Shield members: 


‘One of the major arguments advanced to 
justify the cost of medical and hospital care is 
that the average American spends more for 
luxuries than for hospital and doctor bills. In 
spite of the wide publicity given this fact, the 
average American continues to cheerfully pay 
more for luxuries than he grudgingly pays for 
hospital and medical care. 


**In all probability, the reason for this is not 
that he prefers luxuries to good health. Rather, 
he looks upon expenditures for hospital and med- 
ical service as a loss, not a purchase. Most peo- 
ple seem to feel that they are entitled to good 
health . and would compare a hospital or 
doctor bill to the cost of a fire or an automobile 
wreck. 


‘*We need to change this public attitude to- 
ward the cost of hospital and medical care. Of 
course, it is too much to hope that we can make 
people as happy to pay a doctor bill as they 
would be to buy a new car... but they can be 


persuaded and educated to look upon the cost 
of health care as a necessary expense for the 
maintenance and repair of their most valuable 
possession. 

‘*Most householders recognize the necessity of 
keeping their homes and automobiles in good re- 
pair. They can be educated to recognize the 
greater importance of their own physical repair 
and maintenance. 

‘*One of the best ways to create a proper pub- 
lie attitude toward the cost of hospital and medi- 
eal service is by encouraging as many people as 
possible to join voluntary health service plans 
like Blue Cross and Blue Shield. In this way, 
they can budget the cost of hospital and medical 
eare. Through Blue Cross and Blue Shield, they 
can afford the health care they need.”’ 


Appointment 

The appointment of Allan Rahlf to the newly- 
created position of Enrollment Manager for the 
Arizona Blue Cross and Blue Shield Plans was 
announced August 1 by Ned I’. Parish, Assistant 
Director, in charge of enrollment. In making the 
announcement Mr. Parish said: ‘‘ Because of in- 
creasing activities involving policy procedures 
and overall operation of the Plans, it has become 
impossible for me to continue direct responsibil- 
This 
sponsibility must now be delegated and I am, 
therefore, happy to announce the appointment 
of Mr. Rahlf. He brings a wealth of experience 
to his new duties accumulated over a period of 
four years as Senior Field Representative.”’ 


ity for enrollment activities. latter re- 
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STATEMENT 


SUBMITTED ON BEHALF OF THE AMERI- 
CAN MEDICAL ASSOCIATION BY DR. 
WALTER B. MARTIN, WITH RESPECT 
TO S. 2008. A BILL TO CONSOLIDATE 
CERTAIN HOSPITAL, MEDICAL, AND 
PUBLIC HEALTH FUNCTIONS OF THE 
GOVERNMENT IN A UNITED MEDICAL 
ADMINISTRATION. THE STATEMENT 
BEING SUBMITTED TO THE SENATE 
COMMITTEE ON LABOR AND PUBLIC 
WELFARE ON JULY 11, 1950. 


Mr. Chairman: =. 

I am Dr. Walter B. Martin of Norfolk, Vir- 
ginia, where I am actively engaged in the prac- 
tice of medicine. As a member of the Board of 
Trustees of the American Medical Association, 
which has a membership of approximately 145,- 
000 physicians, I accept this opportunity to sub- 
mit to your committee comments on 8S. 2008, a 
bill introduced by Senator Thomas of Utah, to 
consolidate certain hospital, medical, and public 
health functions of the government in a United 
Medical Administration. 

Any action of the Congress that proposes to 


place on a more rational basis the federal hos- 
pital construction program and to more effi- 
ciently utilize federal medical personnel, merits 


sympathetic consideration. It would seem ob- 
vious that the hospitalization service needs of the 
Armed Services, the Veterans Administration 
and the other agencies of the Federal Govern- 
ment, should, to the fullest extent possible, be 
closely correlated to prevent unnecessary ex- 
penditures for additional construction and to 
assure the maximal utilization if existing facili- 
ties and of available medical personnel. 

We are strongly impressed by the Hoover 
Commission recommendations designed to effect 
economy in the operation of the several medical 
services under the Federal Government, pro- 
vided that economies can in fact be accomplished 
without sacrifice of the quality of service ren- 
dered and without seriously hampering the pri- 
mary mission of the Armed Forces and the Vet- 
erans Administration. 

A careful perusal of S. 2008 reveals no evi- 
dence of how economies are to be accomplished, 
how the special functions of the several services 
are to be preserved or how the quality of medi- 
cal care is to be safeguarded. 
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The American Medical Association has repeat- 
edly advocated the consolidation of the medical 
activities of the Federal Government other than 
those of the Veterans Administration and the 
Armed Forces under a single Department of 
Health. It has many times pointed out the waste- 
fulness of an uncoordinated hospital construe- 
tion program and has ealled attention to the 
abuse of the hospital facilities of the Veterans 
Administration by the admission to those facili- 
ties of non-indigent veterans with non-service 
connected disabilities. Much of the pressure for 
new construction would be relieved if this abuse 
were corrected by Congressional action. At- 
tached are two tables taken from the Annual 
Report of the Administrator of Veterans Af- 
fairs,which show the relative number of non- 
service connected cases hospitalized in the Vet- 
erans Hospitals. 

We object particularly to the administrative 
provisions of the bill. The administrator who is 
responsible directly and only to the President is 
given authority to issue regulations without any 
restraint but that of the President. The Advis- 
ory Board, made up of the Surgeons General of 
the Army, Navy, and Air Force, and the Admin- 
istrator of the Veterans Administrator or their 
designated representatives, has no real power. 
The bill provides that the Board will meet at 
least once each month to consult with the Ad- 
ministrator on policies or proposed policies. It 
can in no way control the decisions of the Ad- 
ministrator. It is noted that the Public Health 
Service with its multiple functions and activi- 
ties has no representation on the Board, nor has 
the general public. 

The American Medical Association believes 
that an integrated system of hospitals should be 
developed for the country as a whole, such as 
is now developing in many states under the Hill- 
Burton Act, but that the consolidation of the 
medical services as proposed in S. 2008 at this 
time and until such time as careful study has 
developed more convincing evidence of the wis- 
dom of such a consolidation, would be a risky 
procedure and fraught with great possibilit‘es 
of harm. 

The Association is of the opinicn that the Con- 
gress should proceed slowly in this matter and 
that any action by the Congress should be pre- 
ceeded by a careful study of the entire problem, 
with particular reference to economy, the effect 
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on the quality of medical care and on the execu- 
tion of the primary mission of the Armed Forces, 
the Public Service and the Veterans Adminis- 
tration. 

It further believes that the principal economy 
to be accomplished is in the effective coordina- 
tion of the several hospital systems that would 
provide for joint use of available beds and joint 
planning in the field of hospital construction. 
It believes that a central hospital board clothed 
with authority to adjust the hospital program 
to the needs of the services could gain the end 
desired without consolidation of professional 
personnel. 





NEW MEXICO CANCER CONFERENCE 

The annual New Mexico Cancer Conference 
will be held in Santa Fe on-October 27-28, 1950, 
at the La Fonda Hotel. 

This meeting for the medical profession of 
the Southwestern states will have six eminent 
speakers from various parts of the United States. 

The sponsors of the meeting are the American 
Cancer Society, the New Mexico Medical Society, 
and the Santa Fe County Medical Society. 





COLLEGE OF PHYSICIANS REGIONAL 
MEETING 


PROGRAM 
Saturday, October 14, 1950 


Registration, Mezzanine, Pioneer Hotel 

Luncheon 

Panel Discussion : Cortisone and ACTH 

Moderator — H. E. Thompson, M. D., 
F.A.C.P., Tucson 

Donald Hill, M. D., F.A.C.P., Tueson 

A. C. van Ravenswaay, M. D., F.A.C.P., 
Tucson 

Onie O. Williams, M. D. (Associate) 
Phoenix 

Fred W. Holmes, M. D., (Associate) 
Phoenix 

Pulmonary Emphysema 

Samuel S. Altshuler, M. D., F.A.C.P., 
Veterans Hospital, Tucson 

Ballisto-cardiography 

Hyman Fisher, M. D. ( Associate) 
Veterans Hospital, Tucson 

‘‘The Changing Pattern of Disease.”’ 

LeRoy Hendrick Sloan, M. D., F.A.C.P., 
Regent Professor of Medicine, ‘Univer- 
sity of Illinois 
Chief Medical Service, Illinois Central 
Hospital 
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Intermission. 

The Shoulder-Hand Syndrome as a Pre- 
senting Symptom of Coronary Artery 
Disease. 

David E. Engle, M. D. (Associate), 
Tucson 

Liver Disease 
Damage 

Joseph Bank, M. D., F.A.C.P., Phoenix 


The Asthma Patient in the Southwest 

W. B. Steen, M. D. (Associate), Tucson 

Reception 

Dinner (Informal) 

Address: ‘‘Non Nobis Solum.”’ 

LeRoy H. Sloan, M. D., F.A.C.P., Chicago 
Regent of the American College of 
Physicians 

The Program Committee consists of: 

W. Roy Hewitt, M. D., F.A.C.P., Tueson, 

Arizona, Chairman 

Harry E. Thompson, M. D., F.A.C.P., Tueson 

Kent H. Thayer, M. D., F.A.C.P., Phoenix 

The Registration and Arrangements Commit- 
tee consists of : 

Orin J. Farness, M. D., F.A.C.P., Tueson, 

Chairman 
Leslie B. Smith, M. D., F.A.C.P., Phoenix 
Arie C. van Ravenswaay, M. D., F.A.C.P., 
Tueson. 

The scientific meeting will be open to all mem- 
bers of the medical profession, and a cordial in- 
vitation is extended to any doctor wishing to 
attend this afternoon The evening 
reception and dinner will be limited to members 
of the American College of Physicians, their 
wives and guests. 
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MEETING OF SOUTHWESTERN MEDICAL 
ASSOCIATION 
Phoenix, October 26th, 27th and 28th 
Panel of Speakers 

Doctor William Dock, Professor of Medicine 
at Long Island Medical College, who will speak 
on ACTH and Cortisone, the Ballistocardio- 
graph, and Sodium depletion. 

Doctor Joseph W. Gale, Professor of Medicine 
at the University of Wisconsin, a fine speaker 
who will present talks on Resection in the Treat- 
ment of Pulmonary Tuberculosis, The Crippled 
Lung, and Carcinoma of the Lung. 

Doctor Steward Wolf, Associate Professor of 
Medicine at Cornell, who presents The Relation 
of Life Stress to Gastric Function and the Patho- 
genesis of Peptic Ulcer, The Physiology of Pain 
with a Consideration of Visceral Pain Mechan- 
ism J, Life Stress and Essential Hypertension, 
and the Internist as a Psychiatrist. All very 
important and timely. 

Doctor John Lawrence of the University of 
California on The Use of Isotopes in the Clinical 
Investigation and Therapy, and Current Re- 
search at the Donner Laboratory. 

Doctor Leon Goldman, Associate Professor of 
Surgery at the University of California. An ex- 
cellent speaker who will present Management of 
Acute Cholecystitis and Nodular Goiter. 

Doctor Salvadore Zubiran of Mexico City. 
Some of you will remember him for his courses 
for American Doctors sponsored by the Ameri- 
ean College of Physicians. He will talk on 
Clinical Manifestations of Malnutrition, Nutri- 
tional factors in the Etiology and Treatment of 
Hepatic Disease, and Liver biopsy as a Diag- 
nostic Procedure. 

Doctor M. M. Wintrobe, Professor of Medicine 
at the University of Utah on Anemias and effect 
of Acth and Cortisone on the Hemopoctie Sys- 
tem. 

Doctor Marcy Sussman, Past Professor of 
Roentgenologly, Columbia University on Body 
Section Radiography. 

Doctor George Piness of Los Angeles on A\l- 
lergy, and Bronchial Asthma. 
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DIATHERM 


with the 

TRIPLE 
INDUCTION 

DRUM 


The Bandmaster has 
been approved or 
accepted by 
the following: 


A.M.A. Council on 
Physical Medicine 


\ Federal Communications 
Commission 


Underwriters’ 
Laboratory 


Also the Canadian 
Department of Transport 
and Canadian Standards 

Association 
| The Bandmaster Dia- 
; therm with che Triple 
Drum provides better 
diathermy and affords 
application of the large 
} area technic which is be- 
| ing widely recognized 
| over other methods of 
| producing heat in the 


. } tissues. 


~ 


rrr oa 

Considerable total energy may 
be introduced into the deeper 
tissues without excessive heat- 
ing of outer surfaces. Crystal 
control assures frequency sta- 
bility for life of the unit. 


Reprint of diathermy technics 
mailed free on request. Write 
“Bandmaster Booklet’ on your 
prescription blank or clip this 
advertisement to your letrer- 
head and mail to: 


12 one een en a een o- Menen, | 


5087 Huntington Drive Los Ang s 2 a 


To: The Birtcher Corporation. Dept. AR 

5087 Huntington Drive, Los Angeles 32, Calif. 
Please send me new treatment chart for LARGE AREA 
TECHNIC, and new booklet “The Simple Story of 
Short Wave Therapy:’ 
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Woman's 
Auxiliary 





REPORT OF NURSES’ LOAN COMMITTEE 
by Mrs. C. C. Craig, Chairman 


The Nurses’ Loan Committee was appointed 
by Mrs. Benjamin Herzberg in May. The mem- 
bers are: Mrs. Carlos C. Craig, Mrs. Don R. Pol- 
son, Mrs. Jess2 D. Hamer, Phoenix; Mrs. Max 
Costin, Mrs. D. B. Lewis, Mrs. B: P. Storts, Tue- 
son; Mrs. Harry T. Southworth, Prescott; Mrs. 
T. C. Harper, Globe; Mrs. Don E. Nelson, Saf- 
ford. At the first meeting, the Committee decided 
upon qualifications and rules to be followed in 
accepting girls applying for the loan. The girl 
must have a B average. She must be in good 
health and must furnish record of a complete 
physical examination other than the one given by 
the school of nursing. She must furnish three ref- 
erences, preferably one from a teacher, and one 
from her minister. She must have either her 
parents or her guardian’s signature on her con- 
tract as well as her own. She must have a per- 
sonal interview by some member of the Com- 
mitte2 before being accepted. She must repay 
the loan, which is for $300.00, interest free, at 
the rate of not less than $12.50 a month until 
tle ‘oan is repaid. She is to start repayment 
six months after receiving her license to work. 


We had money this year for only two girls. 
We have voted on applicants and our girls will 
enter schools in September. One girl is from 
Phoenix, and the other from Tucson. The Com- 
mittee sent duplicate letters to all high school 
principals in the state in May, telling of the 
availability of the loan. One copy was posted 
on the bulletin board in the schools. The re- 
sponse was gratifying. The Committee also sent 
letters to doctors’ wives in unorganized counties 
telling them of our project so that they could 
contribute to the loan if they wished. The loan 
s‘ould be self-sustaining in five years. The 
Auxiliary is to be commended for its desire to 
help worthy girls receive an education in a field 
that is so needed by the Nation. 
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MR. CALVIN K. SNYDER IS PRINCIPAL 
SPEAKER AT BANQUET 

Mr. Calvin K. Snyder, Washington, D. C., 
Secretary to the Realtors’ Washington Commit- 
tee, will be the principal speaker during a ban- 
quet of a joint meeting of the real estate and 
medical professions—ineluding wives—at Hotel 
Westward Ho Tuesday evening, October 24. 


The meeting is being sponsored by the Arizona 
Association of Realtors for the purpose of ‘‘ae- 
quainting the general public with the dangers 
rising in the hidden bureaus of Washington,”’ 
said Mr. J. R. Heron, Globe, President of the 
Arizona Association of Realtors. 


“If there is one person in the United States 
who is acquainted with and has consistently 
fought political chicanery in our National Capi- 
tal it is Cal Snyder,’’ said Mr. Heron. ‘*He is 
one of the country’s most able and one of the 
best speakers I have had the privilege listening 
to. His topic should certainly appeal to all mem- 
bers of the Medical Profession, ‘Why We Oppose 
Socialistie Legislation, Especially Socialized 
Medicine.’ *’ 

Mr. Snyder was formerly Executive Secretary 
of the Society of Industrial Realtors of the Na- 
tional Association of Real Estate Boards, and 
had an important part in organizing its work 
for the utilization of existing plant facilities for 
war purposes, and for sound reconversion of the 
nat‘on’s industrial facilities to peace purposes. 
He was previously Secretary of the Elmira, New 
York, Association of Commerce, specializing in 
the development of new industries. Earlier he 
spent 15 years in newspaper work as a reporter, 
advertising manager and as an executive in the 
business office; he has a background of writing 
in the field of polities, industry and aviation; 
he is a nationally-known crusader against bu- 
reautic controls by the Federal Government. 

The banquet will be open to the public; how- 
ever, members of the medical and real estate 
professions will be given the first opportunity 
to make reservations for themselves, their fam- 
ilies and guests, due to the nature of Mr. Sny- 
der’s address. 

Tickets will be available at the headquarters 
of the Arizona Association of Realtors, 125 W. 
Monroe Street (Room 1412), Phoenix, after 
October 1. Mr. Heron, President of the Real- 
tors’ Association, will be banquet toastmaster. 
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WHEN AN ORTHOPEDIC 
MATTRESS IS INDICATED 


Restful, healthful body adjustment is 
supplied by the Spring Air Back Supporter 
Mattress, with its high density construction 

of lightly compressed coils of extra large 
diameter. Made of conventional, time-proven 
materials, to a new design which 

provides positive back support without 
interfering with circulation. See it 

at your favorite furniture store... 


recommend it with confidence. 





Manufactured in Phoenix by 
SOUTHWEST MATTRESS CO. 
1710 EAST WASHINGTON ST. 
PHOENIX, ARIZONA 








ARIZONA GOAT 
DAIRY 


"It's A Good Food" 


Carl G. Wilson, M. D., of Palo Alto, Calif., 
states: ‘‘I am irrevocably convinced that 
goat’s milk is the best substitute for hu- 
man milk for infant feeding, not only be- 
cause of its close similarity chemically and 
physically, but also the readiness with 
which the infant's digestive organs receive 


and digest goat’s milk.’’ 


Health Department License 
Grade A Pasteurized 


1551 E, Bethany Home Road 
Phoenix, Arizona 
Phone 5-4988 
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Specialists in 
PROFESSIONAL LINEN SERVICE 
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